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Older adults often bear the responsibility of taking care of their spouses who have 
physical or cognitive impairments. While previous studies have suggested various 
caregiving-related negative experiences are related to older spousal caregivers’ mental health 
status, the levels of psychological well-being (PSW) among caregivers has not been fully 
explored. Having a lower level of PSW has not been examined as a potential barrier to healthcare 
services use, and it is also unclear how similar or different the association is between caregivers 
and non-caregivers. This study aims to, first, describe and compare the levels (higher or lower) 
of PSW between older spousal caregivers and non-caregivers. The second purpose of this study 
is to examine if PSW is associated with the use of healthcare services among older adults who 
have a spouse/partner. The third purpose is to examine if caregiver status makes a difference in 
the association between older adults’ healthcare service use and their PSW. 
The study sample was drawn from wave 2014 and wave 2016 of the Health and 
Retirement Study (HRS). HRS holds a nationally representative sample of adults older than 50. 
This sample consists of 3,857 adults who were above 50 and had spouses/partners in 2014. In 
this sample, 376 of the participants provided care in activities in daily life (ADL) or instrumental 
activities in daily life (IADL) to their spouses/partners. Three hundred and thirty-one of them 
had a spouse/partner who needed care, but did not provide the care to their spouse/partner. The 
majority of participants, 3,150 of them, did not provide care to their spouse/partner, and their 
spouse/partner also did not need care. Caregiver status was determined by information reported 
by care recipients. PSW was measured by the Satisfaction with Life Scale, the Purpose in Life 
Test, and the Positive and Negative Affect Schedule-Expanded Form (for this form, 20 of 25 
items were used). Utilization of healthcare services was assessed by two measurements. The first 
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was the number of times respondents had spoken with a healthcare provider about their health 
issues in the last two years. The second was the total number of types of preventive healthcare 
services respondents had used during the last two years. Descriptive analysis was used to 
describe the levels of PSW for caregivers, non-caregivers with need, and non-caregivers without 
need, by factors related to PSW. Multivariable linear regression was used to analyze the 
association between PSW and spousal caregiver status. Negative binomial regression and 
Poisson regression were used to analyze the association between participants’ PSW and their 
physician visits and their preventive care service use, as well as the moderating effect of 
caregiver status.  
Findings indicate that (1) Spousal caregivers and non-caregivers with need had lower 
levels of PSW, compared to non-caregivers without need. After adjusting for the covariates, the 
difference was insignificant. (2) Older adults’ physician visits was not associated with any 
domain of their PSW, while older male adults having a higher level of negative affect and older 
female adults having a higher level of purpose of life used more types of preventive care services. 
(3) For non-caregiver with need, their physician visits and the female’s preventive care use were 
more responsive to PSW. 
The findings have implications for policy, practice, and research. Policy suggestions are 
made to promote the training of geriatric mental health social workers, because older spousal 
caregivers’ PSW could be protected by promoting that population’s enabling resources and 
health status, and well-trained geriatric mental health social workers can help to achieve it. 
Practical suggestions regard enhancing caregivers’ healthier behaviors by using family-based 
intervention projects, couple-oriented intervention projects, and educational programs. Moreover,  
social workers need to be aware of the role that negative affect and purpose of life play in health 
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behaviors, and inform clients about the possible outcomes of each alternative they choose. Future 
research should examine the long-term effect of PSW on spousal caregivers’ healthcare service 
use. They also need to consider the effect of contextual factors. Moreover, non-caregivers with 
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CHAPTER 1: INTRODUCTION 
1.1 Background and significance 
In 2014, older adults—more than 54 million people—comprised 17% of the U.S. 
population (Colby & Ortman, 2017). The county’s number of older adults, and their proportion 
in the population, are predicted to continue to increase in coming decades, because of an overall 
increase in life expectancy. As people age they experience declines in their physical and 
cognitive abilities, which often creates the need for caregivers. Older adults also may require 
caregiver assistance when they develop diseases which are strongly related to aging, such as 
arthritis and heart disease. These types of age-related chronic conditions are becoming the 
dominant financial burdens on healthcare (Marengoni et al., 2011). The role of a caregiver may 
be informal and includes assistance with activities in daily life (ADL) or instrumental activities 
in daily life (IADL). In the U.S., in 2011, there were more than 8 million older adults with 
disabilities residing in communities, being taken care of by their families and unpaid caregivers 
(Freedman & Spillman, 2014). While much attention is paid to the older adults receiving care 
(care recipients), there has been a lack of focus on older adult caregivers such as spouses/partners 
who provide informal care. These caregivers also comprise large numbers. In 2015, there were 
43.5 million adult caregivers in the United States. Among them, 19% were 65 or older, and 12% 
were spousal caregivers (Hunt & Reinhard, 2015). Older adult spousal caregivers usually play 
the first line of defense against the functioning problems suffered by their spouses (Oldenkamp 
et al., 2016), but may not be observant of their own health needs and well-being. 
There is a societal expectation that an individual take the primary responsibility to care 
for a spouse who has physical or cognitive impairments (Oldenkamp et al., 2016; Quinn, Clare, 
& Woods, 2010). This expectation does not take into account that spousal caregivers could be 
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suffering heavier caregiving burdens than other informal caregivers. According to the National 
Alliance for Caregiving (NAC) and the American Association of Retired Persons (AARP), 
among caregivers age 75 or older, the number of years spent providing care is four, on average. 
Spousal caregiving can be more time-intensive (44.6 hours a week) than other caregivers who 
lived with care recipients (40.5 hours a week). With the heavy workload of providing ADL and 
IADL care, older adult spousal caregivers’ immune functioning, physical health, and mental 
health could be exposed to risks (M.-C. Chen, Chen, & Chu, 2015; Choi, Stewart, & Dewey, 
2013; Garlo, O'leary, Van Ness, & Fried, 2010; Schulz & Beach, 1999). Caregivers’ mental 
issues, such as depression, could lead to negative consequences of caregiving as well. Beach and 
Schulz found spousal caregivers’ high-level mental burden could make them less capable of 
meeting care needs, and that resulted in poor quality care and even neglect of care recipients 
(Beach & Schulz, 2017). Additionally, compared to their younger cohorts, older spousal 
caregivers could be more stressful and not receive enough social support (Hunt & Reinhard, 
2015). 
The majority of academic research literature on improving older adults’ health examines 
physical health problems rather than the psychosocial well-being of older adults and the role of 
positive emotions on health outcomes (Cosco, Prina, Perales, Stephan, & Brayne, 2014; Doyle & 
Sherriff, 2010; Jeste & Eglit, 2017; Jeste et al., 2013). Previous studies focused on negative 
emotional issues, such as stress and depression, as well as their association with older adults’ 
health behaviors (Charles, 2010; Filipp & Klauer, 1985), while examination of positive affect 
and eudemonic well-being remains scarce. Accordingly, it is essential to the psychological 
well-being (PSW) among older adults to examine the relationship between caregiver status and 
PSW. Furthermore, PSW could be related to older adults’ health behaviors. For example, 
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positive affect, an element of PSW, was found associated with protective factors for health, like 
preference for adapting coping responses, optimism, and adherence to medical regimens (Steptoe, 
Dockray, & Wardle, 2009). Another example is that a higher level of purpose and meaning in 
life might be motivation for adoption of healthier behaviors and result in improved health status 
(Hawks, 2004).  
For older adults, it is not clear whether PSW is associated with their healthcare services 
use. Neither is it known if older spouses’ caregiver status makes a difference in the association 
between their PSW level and their healthcare service use. The factors that could hinder older 
adults’ active seeking and using healthcare services include their frailty and the ageism existing 
in service. That makes older adults the most underserved population in terms of healthcare 
service use (Karlin & Norris, 2006; "Mental health of older adults," 2017; Prince et al., 2015). 
As a result, older caregivers who have significant physical and psychological needs may also 
have a low rate of utilization of formal services, and such older adults are known as “invisible 
patients” (Bookwala et al., 2004; Schoenmakers, Buntinx, & Delepeleire, 2009). Enhancing the 
understanding of the moderating effect of spousal caregiver status between older adults’ PSW 
and their utilization of healthcare services has great research and social significance. Such 
understanding may inform social service agencies on how to improve the utilization of 
healthcare services among older spousal caregivers with chronic conditions. Additionally, 
spousal caregivers’ health status is important for maintaining the quality of spousal care they are 
able to give. So the knowledge provided by this study is also of great significance in maintaining 






This study has three purposes. First, this study seeks to test the association between 
older adults’ PSW level and their spousal caregiver status. Second, this study seeks to test the 
association between older adults’ PSW and their healthcare service use. Third, this study aims to 
test the moderation effect of older adults’ PSW and their spousal caregiver status on their 
healthcare service use. 
1.3 Research questions  
This study aims to focus on three research questions:  
(1) Is spousal caregiver status related to older adults’ PSW? 
(2) Is PSW associated with healthcare use among older adults? 
(3) Does spousal caregiver status moderate the association between older adults’ PSW 
and their healthcare service use? 
1.4 Definition of terms 
1.4.1 Spousal caregivers 
Some previous research, which used Health and Retirement data as well, regarded 
married and partnered couples as having the same status (Ailshire & Crimmins, 2011; Y. Chen & 
Feeley, 2014). Thus, the present study will use the term spousal caregivers to refer to all those 
who provided care to a partner, regardless of marital status. 
This study defines spousal caregivers to be those who provide family caregiving 
activities to their spouses/partners with impairments or disabilities in activities of daily living 
(ADL), including (1) dressing, (2) eating, (3) getting in and out of bed, (4) using the toilet, (5) 
bathing and showering, and (6) walking across a room. The term also includes those who provide 
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family caregiving activities to their spouses/partners who have limitations in instrumental 
activities of daily living (IADL), including (1) preparing a hot meal, (2) shopping for groceries, 
(3) making telephone calls, (4) taking medications, and (5) managing money (Hunt & Reinhard, 
2015).  
For older adults who do not provide care to their spouses/partners, there are two 
subgroups. One subgroup consists of older adults whose spouses/partners need care in 
ADL/IADL, but they do not bear the role as care providers. In this case, those older adults are 
regarded as non-caregivers with need. For the second subgroup, they are not spousal caregivers 
because their spouses/partners do not need care in ADL/IADL. In this case, those older adults are 
regarded as non-caregivers without need. Although the two non-spousal caregiver groups do not 
experience the caregiving-related stress of the spousal caregivers, this study believes there are 
two reasons to distinguish them. First, between caregivers and non-caregivers with need, there 
might be a difference in demographic characteristics (e.g. gender, race/ethnicity), and health 
status (Alliance, 2009; Calasanti, 2006). The differences in those factors could be related to 
possible differences in PSW. Second, for non-caregivers with need and non-caregivers without 
need, the first group could have more strain from worrying about their spouses/partners, and they 
may experience a higher demand for emotional support and assistance from adult children, other 
relatives, and friends. For older adults, social support can be related to their PSW (Pearlin, 
Mullan, Semple, & Skaff, 1990). Thus, this study divided older adults into three groups, based 
on their characteristics in spousal caregiver status. 
1.4.2 Psychological well-being 
The term PSW was put forth first by Riff in 1989 (Ryff, 1989). PSW is a broad 
construct that considers the presence of indicators of positive psychological adjustment, and also 
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the absence of indicators of psychological maladjustment (Deci & Ryan, 2008). With the 
advancement on the theoretical framework done by Ryff and other scholars, PSW is now 
considered to refer to two main categories: hedonic well-being (happiness, positive/negative 
affect, satisfaction with life) which is also known as subjective well-being; and eudemonic 
well-being (purpose of life, personal growth, self-acceptance, environmental mastery, autonomy, 
etc.) (Boehm & Kubzansky, 2012; Mausbach, Coon, Patterson, & Grant, 2008; Ryff, 2014). 
Hedonic well-being is a short-term well-being that can quickly fleet as positive/negative feelings 
disappear. Eudemonic well-being measures how much a person takes meaning from and reaches 
his full potential after experiencing challenging activities, which could even produce short-term 
negative affect (Ryff, 2014; Waterman et al., 2010). 
1.4.3 Healthcare service utilization 
  Older adults’ utilization of healthcare services is always related to their chronic disease 
issues. Seeing physicians, using hospitals, using medications, and engaging in preventive health 
behaviors are the major types of utilization of healthcare services (Nancy & Hooyman, 2011). 
In this study, healthcare services refers to physician visits and preventive healthcare 
service use. Physician visit refers to meeting and talking to medical doctors for one’s health, 
aside from the meetings or talks that occur during hospital stays or outpatient surgery. Physician 
visits includes clinic visits, house calls, and emergency room visits, etc. The question used in 
HRS was “How many times have you seen or talked to a medical doctor about your health, 
including emergency room, or clinic visits, house calls in the last two years?”  
Preventive healthcare services refers to five services: flu shot, cholesterol test, 
colonoscopy, mammogram/X-ray, pap smear, and prostate examination. The question used in 
HRS was: “In the last two years, have you had the following medical tests or procedures? (A flu 
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shot; A blood test for cholesterol; Mammogram/X-ray of breast; A pap smear; colonoscopy, 
sigmoidoscopy or other screening for colon cancer; A PSA blood test or other examination to 
screen for prostate cancer).” 
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CHAPTER 2: LITERATURE REVIEW 
Chapter 2 is composed of two sections. Section 2.1.1 reviews previous studies’ findings 
on the association between caregiving and older adults’ mental health. This section also reviews 
previous empirical studies on which caregiver groups are more likely to have problems with their 
PSW. Section 2.1.2 introduces the Andersen behavior model and broaden-and-build theory. 
Based on them, this section provides an integrated framework that combines the diverse key 
components embedded in this study. It further develops the assumptions about the association 
between older adults’ PSW and their healthcare service use. Additionally, this section suggests 
the moderating effect of spousal caregiver status on that association. Section 2.2 synthesizes the 
model, theory, and empirical evidence, and identifies previous research’s limitations that this 
study aims to address. 
2.1 Conceptual framework 
2.1.1 What does PSW look like between caregivers and non-caregivers? 
Inconsistency in the association between PSW and caregiving 
As described in Chapter 1, it could take spousal caregivers much effort to provide care 
as well as to resolve caregiving-related hardships. To fulfill caregiving-related tasks, caregivers’ 
original habits, ways of thinking, and even fundamental philosophy of life could be challenged 
and possibly changed ultimately (Baumeister, 1991; Schulz et al., 2007). During the process of 
providing care, a caregiver’s state of mind may experience ups and downs. The following section 
provides a review of the literature as related to four salient factors: socio-demographics, 
socioeconomic resources, health status, and environmental factors.   
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Numerous studies have tested the relationship between caregiving burden and 
caregivers’ PSW, but their findings are inconsistent (Fredman, Lyons, Cauley, Hochberg, & 
Applebaum, 2015). As reported, the emotional fluctuation derived from providing care could be 
either positive or negative, depending on the specific situations and characteristics of individual 
caregivers (Choi et al., 2013). Over a period of caregiving, both positive and negative 
psychological changes may be experienced (Folkman & Moskowitz, 2000), and even the 
co-occurrence of positive and negative changes could happen among individual caregivers 
(Folkman, 1997). 
Through dealing with and overcoming caregiving-related challenges, caregivers could 
discover their inner strength and develop a greater sense of their personal resilience, growth in 
wisdom, and feelings of reward (Parveen & Morrison, 2012; Parveen, Morrison, & Robinson, 
2011; Rodrigue et al., 2010; Tedeschi, 2004). Caregiving could also grant caregivers 
opportunities to value friends and families, to build a closer emotional connections with care 
recipients, and to become more altruistic (Shim, Barroso, Gilliss, & Davis, 2013; Tedeschi, 
2004). These are positive emotional fluctuations for caregivers. But despite findings that family 
caregivers could gain a positive state of mind from providing care (Folkman, Chesney, Collette, 
Boccellari, & Cooke, 1996), other research reveals that family caregivers of older adults with 
disabilities generally experience a higher level of burden and stress. In addition, when some 
needs went unmet, family caregivers would become more stressed out (Beach & Schulz, 2017). 
In one study, spousal caregivers had higher levels of depression and loneliness than 
non-caregiving spouses (Beeson, 2003). Thus, both positive and negative effects of caregiving 
on caregivers’ mental health have been observed in different previous studies. 
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The inconsistency of the association between caregiving and older caregivers’ mental 
status found in previous studies might be explained for several reasons. First, the coping 
strategies used by spousal caregivers can vary tremendously. Some caregivers might interpret the 
negative caregiving-related events they came across in a positive way, or adapt their life goals or 
make plans for unsatisfactory outcomes. In those cases, it would be easier for the caregivers to 
gain a positive state of mind over caregiving. Caregivers whose coping strategies are less 
effective are more likely to suffer a negative state of mind over caregiving (Folkman, 1997; 
Lazarus & Folkman, 1984). A caregiver’s coping strategy can be related to many internal and 
external factors. Second, past studies that have drawn different conclusions and have had much 
variability in their sampling methods. Studies using convenience samples had more of a tendency 
to reveal a higher prevalence of mental issues among caregivers than among non-caregivers 
(Marino, Haley, & Roth, 2017). Thus, in order to describe and compare the levels of PSW of 
older spousal caregivers and non-caregivers more accurately, it is necessary to be aware of the 
characteristics of caregivers which could make caregivers be more likely to have lower/higher 
levels of PSW, and it is also necessary to use a nationally representative dataset of older adults. 
Socio-demographic characteristics and socio-economic resources 
The issue of older adults’ PSW cuts across socio-demographic and socio-economic 
groups, as well as the different environments to which the adults are exposed (C. J. Holahan & 
Moos, 1987; Moos, 1994). A series of meta-analysis studies and empirical studies revealed that, 
among the caregivers of older adults, there were some groups of whose PSW was more likely to 
be compromised. In terms of socio-demographic characteristics, for example, female caregivers 
tended to have worse hedonic well-being than their male counterparts (Pinquart & Sörensen, 
2003). In terms of difference by race/ethnicity, African American family caregivers tended to 
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have a higher level of hedonic well-being than non-Hispanic Whites or other minorities (Pinquart 
& Sörensen, 2005). In terms of caregivers’ socio-economic resources, one study reported that 
although it was unclear if spousal caregivers’ educational level mattered to their PSW, spousal 
caregivers whose educational level was lower than high school had higher depressive levels 
(Covinsky et al., 2003). As for income, spousal caregivers who had a higher income level had a 
higher coping efficacy, and they were more likely to have a higher level of life satisfaction 
(Pinquart & Sörensen, 2000).  
Health status 
Older spousal caregivers’ health status is another personal factor related to caregivers’ 
mental health. Individuals in later adulthood were more likely to have declining physical health, 
and they found health issues more stressful than work- or finance-related issues (Bookwala et al., 
2004; Burton, Newsom, Schulz, Hirsch, & German, 1997). In the case of old spousal caregivers, 
if they were hindered by their physical limitations to fulfill the caregiving tasks, the role strain 
could increase (Filipp & Klauer, 1985; Pearlin, Menaghan, Lieberman, & Mullan, 1981). As a 
result of stress, older caregivers with physical illnesses were more likely to also have mental 
issues, such as depression (Charles, 2010). 
Environmental factors 
Older adults relied more heavily on external resources to compensate for age-related 
declines (Urry & Gross, 2010). Older adults belonging to diverse social networks usually had 
better well-being (Antonucci, Ajrouch, & Birditt, 2013). It was found that support from families 
and friends could alleviate older adults’ loneliness, which could be linked to their depression 
level and physical health status (Y. Chen & Feeley, 2014; Segrin & Domschke, 2011; Stroebe, 
Stroebe, Abakoumkin, & Schut, 1996).  
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With the physical, financial, and other forms of burdens that can be caused by 
caregiving, caregivers need social support to relieve. Caregivers with less social support were 
more likely to have diminished mental health status (Pearlin et al., 1990). Nevertheless, 
compared to non-caregivers, caregivers always were always with less social support. It is 
because caregivers’ lives often were full of the tasks of caregiving and interaction with care 
recipients, and that would limit caregivers’ communication with their social network members 
and access to social support (Gilleard, Gilleard, Gledhill, & Whittick, 1984; Pinquart & Sörensen, 
2011; Zarit, Reever, & Bach-Peterson, 1980).  
Among all of the factors listed above, socio-demographic characteristics are of crucial 
importance, because they are predisposing and believed to be related to the outcomes, or to be a 
predictor of outcomes (Jessup, Bakas, McLennon, & Weaver, 2015). For instance, racial group 
membership is a key predictor of socio-economic status (SES), and SES is a predictor of the 
prevalence of chronic conditions. Accordingly, there are known disparities in health status by 
race; racial/ethnic minorities have a greater burden compared to White adults. As established, 
health status can be related to older caregivers’ mental status. In turn, there might be differences 
by race in the general population, and some socio-economic or socio-demographic groups could 
have a lower prevalence of mental problems. Regarding race and wealth, some caregivers could 
also have more resources to alleviate negative emotions (Dohrenwend & Schwartz, 1995). More 
than that, the cultural values or traditions of different racial/ethnic groups may result in different 
forms of caregiving. For example, one study found White caregivers were more likely to have 
their families with dementia institutionalized than Black caregivers, who were more likely to 
provide family caregiving and seek support from families and friends to assist (Connell & 
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Gibson, 1997). The differences in culture and values may make a difference in how caregivers of 
different races confront the deleterious effects of caregiving (Cox, 1993).  
In spite of a great deal of research on the negative emotions, mental issues, and life 
satisfaction of general caregiver groups, much less attention has been paid to caregivers’ 
eudemonic well-being. For people with less time to live, it is important for them to have a better 
emotional state in order to maintain and pursue life goals in their remaining time. Usually, that is 
a priority to people in later adulthood (Carstensen, Isaacowitz, & Charles, 1999; Riediger, 
Schmiedek, Wagner, & Lindenberger, 2009). Thus, the association between caregiving and older 
spousal caregivers’ purpose of life is worthy of research. Positive affect is believed to be related 
to people’s health behavior, and its significance will be detailed in the next section. 
In summary, to address the research gaps, this study is going to provide a balanced view 
of the roles of positive affect and negative affect, as well as a balanced view of hedonic 
well-being and eudemonic well-being. Using a national representative dataset, this study will 
compare older spousal caregivers’ and non-caregivers’ PSW, as well as the groups’ individual 
socio-demographic characteristics, socio-economic resources, health status, and environmental 
factors. All of those factors have been suggested be related to PSW or other mental health 
outcomes (Figure 2.1). Moreover, this study will look further into this topic by separating 
non-caregivers into two groups: non-caregivers who had a spouse/partner with need of care, and 




Figure 2.1 Factors Relating to Older Adults’ PSW 
2.1.2 How is PSW related to healthcare service utilization? 
It is important to incorporate theoretical models when examining the relationship 
between PSW and healthcare service use. The second question of the dissertation examines rates 
of service use. Therefore this section reviews a model and a theory that are generally accepted. 
That will build the theoretical foundation of this study and show the research significance of this 
study.  
Behavioral Model: main factors leading to healthcare service use 
The Behavioral Model of Health Services Use (BM) was originally established in 1968 
by Andersen (R. Andersen, 1968), aimed at explaining and predicting people’s utilization of 
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healthcare services. BM’s analysis unit was originally family, but then it was shifted to 
individual, because of the difficulties in developing measures of family dynamics (R. M. 
Andersen, 1995). The focus of BM is on personal use of healthcare services, rather than the 
eventual health outcome (R. M. Andersen, 1995). BM has been continually tested and revised 
since it was initially developed. The most frequently adopted BM is the fourth version, which 
was developed in 1995 (Babitsch, Gohl, & von Lengerke, 2012). 
Within the BM, the determining factors of healthcare service utilization are classified 
into three major categories, and each category contains an individual level and a contextual level. 
The first category of factors is predisposing characteristics. At the individual level, they include 
biological characteristics (e.g., age, gender) and social characteristics (e.g., education, occupation, 
and ethnicity). At the contextual level, they refer to the community’s cultural and political values. 
The second category is enabling resources. At the individual level, enabling resources include 
income, wealth status, health insurance status, and the accessibility of a stable source of care. At 
the contextual level, enabling resources include the overall status of wealth, rate of health 
insurance, and distribution of healthcare service facilities around the local community The third 
factor is need factor. At the individual level, need includes people’s self-evaluations and the 
objective measurements of their health status. At the contextual level, need contains the 
environmental factors that are related to health, such as traffic, criminal rates, and overall 
community health status (R. M. Andersen, Rice, & Kominski, 2011; Anderson & Davidson, 
2001). Based on the literature, there is an overlap in the categorization of factors associated with 
PSW and factors associated with healthcare service use. This study will adopt a consistent 
categorization system by replacing predisposing characteristics with socio-demographic 
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characteristics, enabling resources with socio-economic resources, need factor with health status, 
in the rest of this study (Figure 2.2). 
Researchers have asserted that each of the three determining factors were equally 
important, but not equally accurate for determining the utilization of different specific services. 
For example, in one study, socio-demographic characteristics were found to be more efficient in 
explaining or predicting dental services use (Evashwick, Rowe, Diehr, & Branch, 1984). Another 
study found that when respondents had public insurance, their health service use could be better 
explained or predicted by their socio-economic resources (Weller, Minkovitz, & Anderson, 
2003). Health status was believed to be the most important predictor of physician services and 
home care in a third study (Evashwick et al., 1984). 
Not all versions of the BM posit PSW as a specific predictor of healthcare service use. 
In contrast, this study posits that it is rational to relate PSW to older adults’ healthcare service 
use. An individual’s subjective feelings and evaluation of his or her well-being can predict health 
behaviors (Hansson & Björkman, 2007; Ritsner, 2003; Schalock, 1997). For the general 
population, it has been suggested that people’s contact with the healthcare system depends 
heavily on individual psychological factors or a “wide spectrum of individuality and 
subjectivity” (H. Andersen, Bormann, & Elkeles, 1993; Bradley et al., 2002). That finding works 
for at-risk populations, too. Azfredrick and colleagues investigated the use of healthcare services 
by adolescent girls, and their results show that adolescents’ feelings of inadequacy influenced the 
odds of their visiting physicians (Azfredrick, 2016). McCall-Hosenfeld and colleagues 
investigated the use of preventive services by reproductive-age women, and the results show that 
low self-esteem predicted low use of services (McCall-Hosenfeld, Weisman, Camacho, 




Figure 2.2 Behavioral Model of Health Services Use (R. M. Andersen et al., 2011; 
Graham, Hasking, Brooker, Clarke, & Meadows, 2017) 
Broaden-and-build theory: the significance of PSW 
The trend to examine the association between PSW on health behaviors is relatively 
new. In the past half century, negative emotions (e.g. depression, inadequacy, low self-esteem) 
were the dominant elements in building health behavior theories and models. On the contrary, 
the positive emotions’ contribution to health and well-being was marginalized (Myers & Diener, 
1995). Along those lines, Fredrickson illustrated the insufficiency of focusing only on negative 
emotions, and he highlighted the significance of positive emotions. Fredrickson developed 
broaden-and-build theory (Fredrickson, 1998). That theory states that negative emotions can 
narrow an individual’s thought and action repertoires to respond to negative life events (e.g., 
health problems). On the other hand, positive emotions create the urge to explore and take in new 
information. Positive emotions can influence people to become more active and more engaged in 
their communities. Individuals with positive emotions are more likely to build intellectual and 
social resources which can link them to formal services, and ultimately people will be more 
likely to use those recourses when they have a need to use them. Accordingly, with positive 
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emotions, people can lead healthier and happier lives (Stone, Cox, Valdimarsdottir, Jandorf, & 
Neale, 1987; Stone et al., 1994). 
This study is going to extend broaden-and-build theory by including other domains 
(purpose of life, life satisfaction, negative affect) of PSW, and test the association between each 
domain (purpose of life, life satisfaction, positive affect, negative affect) and utilization of 
healthcare services. Numerous studies have suggested a positive association between PSW and 
health behaviors. In other words, a higher level of PSW contributed to healthier behaviors and 
healthier lifestyles, which could prolong survival. One study found that, for nonelderly 
Americans, a lower level of positive affect increased their medical services use. The effects 
remained significant after controlling for a series of demographic variables, health-related 
variables, and psychological distress (Manning Jr & Wells, 1992). Older adults with a higher 
level of PSW enjoyed better-quality sleep. In several other studies, older adults with a higher 
level of PSW also kept a better adherence to medical regimens (DiMatteo, Lepper, & Croghan, 
2000; Hamilton et al., 2007; Pressman & Cohen, 2005; Ryff et al., 2006; Steptoe et al., 2009). 
Moreover, by using the data of the Health and Retirement Study (HRS), a nationally 
representative panel study, Kim et al. found that among American older adults, life satisfaction 
was positively associated with the use of preventive healthcare service (e.g., mammogram-x-ray, 
pap smear, and lump check) (Kim, Kubzansky, & Smith, 2015). Their study suggested that older 
adults who were more satisfied with their lives were more proactive in caring for their health. 
Individuals with a higher sense of purpose in life were more motivated to adopt healthy 
behaviors and they were more proactive in maintaining good health status (C. K. Holahan & 
Suzuki, 2006). Kim and colleagues (Kim, Strecher, & Ryff, 2014) found that older adults with a 
stronger sense of purpose of life had a higher likelihood of utilizing preventive healthcare 
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services, after adjusting for socio-demographic characteristics. Altogether, it is reasonable to 
relate PSW to BM, assuming PSW can be used to explain or predict older adults’ healthcare 
service use. Specifically, a better state of PSW is related to a higher likelihood to use healthcare 
services, while a worse state of PSW is related to a lower likelihood to use healthcare services. 
Emphasizing the significance of PSW in explaining older adults’ healthcare service use 
does not imply ignore the significance of socio-demographic characteristics and socio-economic 
resources, for which there are valid empirical evidence. Over the past decades, a growing body 
of research has suggested a series of demographic factors that influence the utilization of 
healthcare services. First, compared with women, men were less likely to visit physicians, and 
they were more reluctant to seek for help through formal care. Men tended to deal with their 
issues more through self-care options (Jorm & Griffiths, 2006; Parslow, Jorm, Christensen, & 
Jacomb, 2002). This difference was explained by reproductive biology, health perceptions, the 
report of symptoms, etc. (Hibbard & Pope, 1983; Verbrugge, Wingard, & Features Submission, 
1987). Second, race/ethnicity was another important factor. In past studies, race/ethnicity  
usually has strongly interaction with socio-economic resources like educational level and health 
insurance (Babitsch et al., 2012). For example, it has been suggested that Asian Americans were 
more likely to receive informal healthcare services rather than formal healthcare services in 
comparison to other ethnicities (Blackwell, Martinez, Gentleman, Sanmartin, & Berthelot, 2009). 
Populations with lower income and education had less contact with physicians, while Asians and 
Latinos who were low-income had less access to physicians than non-Hispanic Whites and 
African Americans who were low-income (R. M. Andersen et al., 2002; Blackwell et al., 2009). 
Among the populations with lower education levels, African Americans were least likely to have 
regular physician visits (W. P. Hammond, M. D. Matthews, & G. Corbie-Smith, 2010). 
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Moreover, compared with other races/ethnicities, African Americans tended to use a 
combination of formal and informal care (Chow, Auh, Scharlach, Lehning, & Goldstein, 2010; 
Clay, Roth, Wadley, & Haley, 2008). In terms of socio-economic resources, a lack of insurance 
could delay people’s use of healthcare (Stockdale, Tang, Zhang, Belin, & Wells, 2007). In 
another study, people with lower income had lower likelihood of physician visits (Blackwell et 
al., 2009). Therefore, both socio-demographic characteristics and socio-economic resources 
should be considered to develop more comprehensive knowledge about the association between 
older adults’ PSW and their healthcare service use. 
 
Figure 2.3 The Broaden-and-Build Theory (Fredrickson, Cohn, Coffey, Pek, & 
Finkel, 2008) 
Caregiver status and healthcare service use 
This study seeks to explore if caregiver status moderates the association between older 
adults’ PSW and their healthcare service use. Caregivers’ socio-demographic characteristics (e.g., 
age, gender, race/ethnicity) and socio-economic resources (e.g., education level, health insurance, 
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income, wealth) are related to their health behaviors (Bookwala et al., 2004; Kadushin, 2004), 
which is similar to the general population. But at the same time, caregivers could struggle with 
caregiving-related stressors (e.g., caregiving burden), which may influence their ultimate health 
behaviors, such as the use of healthcare services (Bookwala et al., 2004; Leon et al., 2000).  
Caregivers might neglect their own health problems for diverse reasons (Schulz & 
Beach, 1999). Some caregivers could overrate their health since they might implicitly compare 
their own health needs to the more complex needs of care recipients. Additionally, they might 
regard care recipients as the ones needing care, rather than themselves (Adelman, Tmanova, 
Delgado, Dion, & Lachs, 2014). Caregivers could prioritize responding to care recipients’ health 
needs above their own health needs, because of the social expectation that they take good care of 
care recipients (Vitaliano, Zhang, & Scanlan, 2003). Moreover, there may exist discrimination 
towards caregivers when they seek healthcare services, because they are expected to provide care, 
rather than to receive care (Mosher, Given, & Ostroff, 2015). Furthermore, there can be a high 
workload for spousal caregivers to take care of their spouses, giving them less free time to seek 
healthcare services (Hunt & Reinhard, 2015). In sum, there are many caregiving-related barriers 
which could diminish the chance for caregivers to use healthcare services. As broaden-and-build 
theory suggests, caregivers with a higher level of PSW are more likely to use healthcare services 
as an alternative and positive behavioral option, despite caregiving-related barriers such as 
caregiving burden. For non-caregivers without need, their situation is different. Since they do not 
have caregiving-related barriers, using healthcare services is more routine for them, and they 
may use them consistently (Fredrickson, 1998, 2001). Therefore, this study predicts that 
compared with non-caregivers without need, caregivers’ healthcare service use is more 
responsive to their PSW. 
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In summary, the findings of previous literature on the factors for healthcare service use 
were applied in this study. Figure 2.2 presents the original model that was developed to explain 
people’s healthcare service use. The application of broaden-and-build theory helps to expand the 
knowledge of older adults’ health behaviors. Based on this model and mainly guided by 
broaden-and-build theory, this current study specifically focuses on older adults and tests the 
relationship between their PSW and their utilization of healthcare services. Figure 2.4 presents 
the conceptual framework of this study. This current study pays specific attention to older 
spousal caregiver status. It also examines spousal caregiver status as a potential moderator. There 
are three research questions within this framework. The inclusion of the main categories of 
covariates, which derive from previous research, attempt to determine the relationship between 
spousal caregiver status and PSW, the relationship between spousal caregiver status and 




Figure 2.4 Conceptual Framework of This Study 
2.2 Summary and limitations of previous research 
By now, the main concepts of caregiving, PSW, and healthcare service utilization have 
been introduced. The relevant theories, models, and empirical studies also have been reviewed. 
The literature helps to develop a full perspective on the topic, though there is a lack of 
exploration of the relationships between caregiving, PSW, and healthcare service use. 
2.2.1 Summary of existing model and theory 
Although previous studies did not suggest a certain direction of the association between 
caregiver status and PSW, several of them explored the diverse factors (individual and 
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environmental factors) related to people’s mental health. They also partially revealed the 
association between caregiving and caregivers’ PSW, although an overwhelming majority of 
them focused just on caregivers’ negative emotions or their life satisfaction. 
As mentioned, there is a well-developed model and a theory which are most appropriate 
to use to examine the association between older adults’ PSW and their use of healthcare services: 
Andersen’s behavioral model and broaden-and-build theory. BM synthesizes the main factors 
influencing the general population’s healthcare service utilization (socio-demographic 
characteristics, socio-economic resources, health status). It makes an effective framework for 
understanding and analyzing people’s health behaviors. Broaden-and-build theory explains the 
process by which an individual’s positive affect can have an impact on that individual’s health 
behaviors. It highlights the significance of positive affect and implies the significance of other 
dimensions of PSW (purpose of life, life satisfaction, negative affect) in enhancing people’s 
health behaviors. Specifically, for the caregiver group, since there can be specific 
caregiving-related factors or barriers for them to use healthcare services, this study assumes the 
association between PSW and healthcare service use could be stronger on spousal caregivers 
than non-caregivers. 
This study seeks to enrich BM by testing a modified version of BM which includes 
PSW as a factor to older adults’ healthcare service use (Figure 2.4). In the original BM, the 
measurement of individuals’ subjectivity refers only to health-related attitude and evaluation, 
while there is a lack of more general subjectivity like PSW. Based on the findings of the studies 
that were described in previous sections, this current study assumes that a high level of PSW can 
drive older adults to lead a healthier lifestyle by having more use of healthcare services. 
Additionally, this study presumes the existence of the moderating effect of caregiver status 
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between PSW and healthcare service use, despite the covariates which are barriers to service use 
suggested by BM. 
2.2.2 Limitations of previous studies 
Enhancing the understanding of PSW among older spousal caregivers is important, as 
PSW is part of caregivers’ well-being, and PSW can be related to older adults’ health behaviors. 
In spite of the large number of studies in this field, there exist major research gaps. For instance, 
despite the large amount of research on PSW in recent decades, it cannot be ignored that the 
history of research on the significance of positive emotions is not long. Actually, positive 
emotions had been marginalized in academia until two decades ago (Ekman, 1992). The reason 
that most scholars paid attention to negative emotions, rather that positive ones, is that it was 
believed that negative emotions derived from individual problems and social issues (e.g., disease, 
death), and that negative emotions could cause negative outcomes (e.g., depression, harm, sense 
of loss). Yet negative emotions could also urge people’s tendencies to actions that helped them 
get rid of the negative outcomes (Barefoot, Dahlstrom, & Williams, 1983; Lazarus, 1991; 
Scheier & Bridges, 1995). 
Due to the long history of negative affect dominating the paradigm in research, there is 
a lack of research on the effects of positive emotions. It is the same in the case of research on 
older spousal caregivers. Although numerous studies over the past three decades investigated 
older spousal caregivers’ mental health, the focus was always on distress, as well as depression, 
anxiety, and negative affect resulting from the caregiving burden. Moreover, caregivers were 
believed to be people who were more likely to suffer from those issues, because caregiving was 
regarded as a certain stressor to certain people (Baumgarten et al., 1992). Conversely, many 
fewer studies gave comprehensive descriptions of the levels of older spousal caregivers’ PSW. 
26 
 
Second, in terms of the multiple dimensions of PSW, it is meaningful to test the 
association between each dimension and older adults’ healthcare service use (Boehm & 
Kubzansky, 2012). Previous studies suggested that older adults with a higher level of purpose of 
life were more likely to adopt healthier behaviors, such as more utilization of preventive 
healthcare services. A higher level of purpose could make older adults more proactive in taking 
care of their health by using preventive healthcare services (Kim et al., 2015; Kim, Sun, Park, & 
Peterson, 2013). Nevertheless, few studies focused on the possible association between positive 
affect and healthcare service use, or included both hedonic well-being and eudemonic well-being 
in one single analysis to compare their association with healthcare service use.  
The third limitation lies in previous studies’ study population. Many previous studies 
used non-nationally representative datasets, and many relevant meta-analyses drew their 
conclusions based on studies that used convenience and regional samples, so the findings may 
not be generalizable. Moreover, many previous studies either did not tease spousal caregivers out 
from other family caregivers, or they just focused on spousal caregivers of patients with a 
specific disease, such as dementia, stroke, cardiovascular disease, or cancer (Brodaty, Thomson, 
Thompson, & Fine, 2005; Q. Li, Mak, & Loke, 2013; Mosher et al., 2015; Zhu et al., 2015). This 




CHAPTER 3: METHODS 
3.1 Research questions and hypotheses 
Research question one: Is spousal caregiver status related to older adults’ PSW? 
H1: Domains of PSW (purpose of life, life satisfaction, positive affect, and negative 
affect) differ between older adults by their spousal caregiver status. 
H2: After controlling for covariates (socio-demographic characteristics, socio-economic 
resources, health status, and environmental factors), differences across groups will 
remain. 
Research question two: Is PSW associated with healthcare use among older adults? 
H1: Older adults with a higher level of PSW are likely to have a larger number of 
physician visits, after controlling for covariates: socio-demographic characteristics, 
socio-economic resources, and health status. 
H2: Older adults with a higher level of PSW are likely to use more types of preventive 
health services, after controlling for covariates: socio-demographic characteristics, 
socio-economic resources, and health status. 
Research question three: Does caregiver status moderate the association between older 
adults’ PSW and their healthcare service use? 
H1: Caregiver status is related to older adults’ healthcare service use (physician visits, 
preventive care), after controlling for socio-demographic characteristics, 
socio-economic resources, health status, and PSW. Specifically, spousal caregivers use 
services less than non-caregivers without need. 
H2: The association between PSW and older adults’ healthcare service use (physician 
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visits, preventive care) varies by caregiver status, such that the association is stronger 
among spousal caregivers and weaker among non-caregivers without need. 
3.2 Data and participants 
This study used data from the Health and Retirement Study (HRS), a nationally 
representative study. HRS is a study of economic, health, marital, and family status, as well as 
public and private support systems. The National Institute on Aging (grant number 
NIAU01AG009740) provided the primary support for this research, with supplemental funding 
from the Social Security Administration. HRS is conducted by the Institute for Social Research 
at the University of Michigan. Data collection has occurred every two years since 1992, and the 
overall response rates across waves is over 80%. HRS was chosen for this study because it 
contains rich information on caregiving, PSW, and utilization of healthcare services, as well as 
participants’ other individual information 
(https://hrs.isr.umich.edu/sites/default/files/biblio/SSAConsentsDD.pdf).  
The design of HRS is a multistage area probability sample of households according to 
the Survey Research Center’s 84 strata National Sample frame. The primary stage involves a 
probability proportionate to size (PPS) selection of U.S. metropolitan statistical areas (MSAs) 
and non-MSA counties. The second stage selects area segments (SSUs) within sampled primary 
stage units (PSUs). The third stage is preceded by a complete listing (enumeration) of all housing 
units (HUs) that are physically within selected SSUs. The last stage is selecting an age-eligible 
person within a sample HU. HRS includes oversamples for racial/ethnic minority respondents 




Sample survey weights of HRS were applied (Rafnsson, Shankar, & Steptoe, 2017). 
Each HRS wave’s weight modified the weights of the March CPS by post-stratifying them. HRS 
is based on the birth cohorts of respondent and spouse, respondent gender, and respondent 
race/ethnicity. HRS dataset has household- and respondent-level weights. For non-respondents, 
decreased respondents, and those who resided in nursing homes, the respondent level weight was 
zero ("Health and Retirement Study: Sampling weights revised for Tracker 2.0 and beyond," 
2002). Since almost all of the information used in this study was at individual level, the 
respondent-level weight was used when analyzing the measures in this study, as in previous 
studies (Mezuk, Lohman, Rock, & Payne, 2016; Roebuck Bulanda & Zhang, 2009). 
The eligible participants for this study were those who (1) were older than 50 years old; 
and (2) had spouses or partners when they were interviewed. This study excluded those who (1) 
had no record of their scores of PSW; (2) had their proxy respondents interviewed for them; and 
(3) were spousal care recipients. To be eligible as a spousal caregiver, the respondent needed to 
be providing care in at least one ADL or IADL to their spouses/partners when they were 
interviewed in 2014. Respondents who were not spousal caregivers were divided into two groups: 
those whose spouse/partner had need of care, and those whose spouse/partner were without need 
of care. 
This study used the data of the most recent two waves of data: (wave 2014 and wave 
2016). PSW, caregiver status, and all of the covariates were measured in 2014, and healthcare 
service use was measured in 2016. In 2014, there were 18,747 respondents. Following is how the 
final sample derived from the original sample: equal to or younger than 50 (583 removed); had 
no spouse/partner (7,041 removed); had no record of PSW (7,149 removed); proxy respondents 
(117 removed). After that process, 3,857 participants remained (Figure 3.1). Considering the 
30 
 
caregiver status, there were 376 spousal caregivers and 3,481 non-caregivers. Among the 
non-caregivers, 331 had spouses/partners who had need of care in ADL/IADL (non-caregivers 
with need), and 3,150 had spouses/partners who had no need of care in ADL/IADL 
(non-caregivers without need). In the analysis of research question two and three, only 
participants who had response to healthcare service use were included. Accordingly, 2,435 of the 








(N = 117)  
Respondents in 2014 
(N = 18,747)  
Older than 50 
(N = 18,164)  
Had spouse/partner 
(N = 11,123)  
Had record of PSW 
(N = 3,974)  
No proxy respondents  
(N = 3,857) 
Cases excluded 
(N = 583) 
Cases excluded 
(N = 7,041) 
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3.3 Variables and measures 
3.3.1 Caregiver status 
The caregiver status of an older adult depended on the responses of the spouse/partner 
to a series of survey questions. The spouse/partner was asked if they received help in ADL/IADL. 
Recipients getting help in ADL/IADL were asked who helped most, and what the helper’s 
relationship was to them. ADL refers to (1) dressing, (2) eating, (3) getting in and out of bed, (4) 
using the toilet, (5) bathing and showering, and (6) walking across a room. IADL refers to (1) 
preparing a hot meal, (2) shopping for groceries, (3) making telephone calls, (4) taking 
medications, and (5) managing money. To confirm the spousal relationship between caregivers 
and recipients, questions were asked about each ADL and IADL item: “Who helps?” and “What 
is the person’s relationship to you?” With the responses, the respondents’ spousal caregiver 
status was identified. The sample cases were grouped into three categories: 1 = Spousal 
caregivers; 2 = Spouses who were not caregivers and their spouses/partners needed no care 
(non-caregivers without need) in ADL/IADL; 3 = Older adults who were not caregivers but their 
spouses/partners needed care in ADL/IADL(non-caregivers with need). 
3.3.2 Psychological well-being 
PSW is included in the Psychological and Lifestyle Questionnaire module. The 
questionnaire is randomly given to 50% of the respondents at the end of the interview of every 






Life purpose was assessed using the Purpose in Life Scale, which is a subscale in Ryff’s 
Scales of Psychological Well-Being. It has seven items. Each item scores from 1 to 6 (1 = 
Strongly disagree; 2 = Somewhat disagree; 3 = Slightly disagree; 4 = Slightly agree; 5 = 
Somewhat agree; 6 = Strongly agree). Respondents were asked how much they agreed or 
disagreed with each of the statements, including “(I) enjoy making plans for future and working 
to make them a reality,” “Daily activities often seem trivial and unimportant,” “Is an active 
person in carrying out the plans set for him/herself,” “(I) don’t have a good sense of what it is I 
am trying to accomplish in life,” “Sometimes (I) feel as if all in life has been done,” “(I) live life 
one day at a time and don’t really think about the future,” and “(I) have a sense of direction and 
purpose in life.” The negatively worded items are reverse scored. The aggregate score ranges 
from 7 to 42. A higher score indicates the respondents see meaning in his or her current and past 
life, and they hold beliefs that make their life purposeful. A lower score indicates the opposite 
condition (Ryff & Keyes, 1995). This scale has had a high reliability (Cronbach’s α ≥ 0.75) in 
previous studies (Heo, Chun, Lee, Lee, & Kim, 2015; Kim, Kawachi, Chen, & Kubzansky, 
2017), and showed a high reliability in this study as well (Cronbach’s α = 0.77). 
Hedonic well-being 
Life satisfaction was assessed using the Satisfaction with Life Scale. The scale has five 
items. Each item scores from 1 to 7 (1 = Strongly disagree; 2 = Somewhat disagree; 3 = Slightly 
disagree; 4 = Neither agree nor disagree; 5 = Slightly agree; 6 = Somewhat agree; 7 = Strongly 
agree). Respondents were asked how much they agreed or disagreed with each of the statements, 
including “In most ways my life is close to my ideal,” “The conditions of my life are excellent,” 
“I am satisfied with my life,” “So far I have gotten the important things I wanted in life,” “If I 
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could live my life over, I would change almost nothing.” The total score ranges from 5 to 35, and 
a higher total score indicates more satisfaction in life (ED Diener, Emmons, Larsen, & Griffin, 
1985). According to Diener (2006), there are specific cutoff scores which create several ranges: a 
score of 30-35 implies the person is highly satisfied and feels things are going very well; a score 
of 25-29 implies the person feels things are going well; a score of 20-24 implies the person is 
generally satisfied, but has have some areas that need improvement; a score of 15-19 implies the 
person are doing fine but has area with a substantial problem; a score of 10-14 implies the person 
has many domains in life in which he or she is not doing well, and may be doing very badly in 
one or two. Last, a score of 5-9 implies the person is extremely unhappy with his or her current 
life (Edward Diener, 2006). This scale has had a high reliability (Cronbach’s α > 0.85) in 
previous studies (Bonebright, Clay, & Ankenmann, 2000; Heo et al., 2015; Rafnsson et al., 
2017), and showed a high reliability in this study as well (Cronbach’s α = 0.89). 
Since 2008, HRS has used 25 items to assess positive and negative affect. 20 of the 25 
items are chosen from Positive and Negative Affect Schedule-Expanded Form (the PANAS-X) 
(Watson & Clark, 1999). 5 of the 25 items are obtained from other scholars’ works (Carstensen, 
Pasupathi, Mayr, & Nesselroade, 2000; Ong, Edwards, & Bergeman, 2006). The scale has two 
subscales: the Positive Affect Scale and the Negative Affect Scale, which respectively have 12 
and 13 items describing emotions: Determined, Enthusiastic, Active, Proud, Interested, Happy, 
Attentive, Content, Inspired, Hopeful, Calm, Excited; and Afraid, Upset, Guilty, Scared, 
Frustrated, Bored, Hostile, Jittery, Ashamed, Nervous, Sad, Alert, Distressed. These items are 
rated on a 5-point scale (1 = Very much; 2 = Quite a bit; 3 = Moderately; 4 = A little; 5 = Not at 
all). Positive affect’s item score are reverse coded. The total scores of subscales range from 12 to 
60 for positive affect, and 13 to 65 for negative affect. A higher score indicates a higher level of 
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positive affect or a higher level of negative affect, respectively. Each word was read to 
respondents, and they were asked to what degree they had felt this emotion in the past 30 days. 
These two subscales have had a high reliability (positive affect: α ≥ 0.83; negative affect: α ≥ 
0.79) in previous studies (Ready et al., 2011; Jacqui Smith, Ryan, Queen, Becker, & Gonzalez, 
2014). This study used the two subscales to measure positive and negative affect, respectively, 
instead of using PANAS-X as whole, because, as mentioned, both positive and negative 
emotions could be experienced. The two scales both showed a high reliability in this study 
(positive affect: α = 0.92; negative affect: α = 0.89). 
3.3.3 Utilization of healthcare services 
Utilization of healthcare services included two measurements. The first measure was the 
number of respondents’ meeting with physicians. HRS has one question that addresses this: 
“How many times have you seen or talked to a medical doctor about your health, including 
emergency room, or clinic visits, house calls in the last two years?” The number of physician 
visits was a continuous variable in this study. The outcome was respondents’ answers to this 
question. 
The second measure was respondents’ use of preventive healthcare services. HRS 
investigates five preventive services’ use: flu shot, cholesterol test, colonoscopy, 
mammogram/X-ray, pap smear, and prostate examination. The question used to investigate is: 
“In the last two years, have you had the following medical tests or procedures? (A flu shot; A 
blood test for cholesterol; Mammogram/X-ray of breast; A pap smear; colonoscopy, 
sigmoidoscopy or other screening for colon cancer; A PSA blood test or other examination to 
screen for prostate cancer).” In this study, the total number of services being used was counted 
as the outcome variable, which was a continuous variable. Among the five services, 
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mammogram/X-ray and pap smear applied only to female participants, and prostate examination 
applied only to male participants. Thus, the score of male participants ranged from 0-3, and that 
of female participants ranged from 0-4. Preventive service use by each participant is measured 
every other wave. 
3.3.4 Control variables 
The covariates used derived from the main factors with known association to PSW, or 
those associated with healthcare service use, as suggested by literature. Socio-demographic 
characteristics included age, gender, and race. Age at 2014 was calculated based on respondents’ 
self-reported birth year. This study recoded age into four categories (1 = 51-60; 2 = 61-70; 3 = 
71-80; 4 = 80+). Gender was coded as 1 = Male; 0 = Female. Race/ethnicity was recoded based 
on participants’ responses to these two questions: “Do you consider yourself Hispanic or 
Latino?” and “What race do you consider yourself to be?” This study had four categories for 
race/ethnicity (1 = White/Caucasian; 2 = Black/African American; 3 = Hispanic; 4 = Other; 
(Kim et al., 2013).  
Socio-economic resources included educational level, health insurance, household 
income, and household wealth. For educational level, respondents were asked, “What is the 
highest grade of school or year of college you completed?” The choices for the answer were 
high school, GED, high school graduate, some college, and college and above. This study 
recoded educational level into three categories (1 = < High school; 2 = High school; 3 = Some 
college or higher; (Kim et al., 2013).  
Health insurance was measured with a series of questions used in HRS. Respondents 
were asked if they were covered by Medicare, Medicaid, a military healthcare plan, and/or 
private insurance. Based on respondents’ answers to that series of questions, this study grouped 
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respondents into four groups (1 = Only have public health insurance; 2 = Only have private 
health insurance; 3 = Have both public and private health insurance; 4 = Have no insurance).  
Non-housing financial wealth was calculated by adding all of a respondent’s savings 
and investments and subtracting the debt (Pantoja et al., 2015). Household income was 
calculated as the sum of all income in a household (including only respondent and spouse) in the 
last calendar year. Quintiles of household wealth and quartiles of household income were used to 
recode the two continuous variables (Kim et al., 2013; C.-C. Li, Matthews, Rywant, Hallgren, & 
Shah, 2018). 
Health status included the participant’s evaluated health status and self-perceived health 
status. The measure of evaluated health status was self-reported number of diagnosed chronic 
diseases (diabetes, cancer, lung disease, heart disease, stroke, high blood pressure, cancer, and 
arthritis). HRS includes five levels of respondents’ self-perceived health status. This study 
categorized the respondents into two groups (1 = Excellent/very good/good; and 2 = Fair/poor; 
(Capistrant, Berkman, & Glymour, 2014). 
In the analysis of research question one, social support was assessed as the 
environmental factor, using the social support scale developed by Walen and Lachman (Walen & 
Lachman, 2000). This scale consists of four subscales to separately investigate the participant’s 
relationships with spouse/partner, children, family members, and friends. Each subscale contains 
the same three questions: “How much do they really understand the way you feel about things?”; 
“How much can you rely on them if you have a serious problem?”; and “How much can you 
open up to them if you need to talk about your worries?” The options of response range from 1 
to 4 (1 = A lot; 2 = Some; 3 = A little; 4 = Not at all). In this study, the score was reverse coded, 
and the total score of each subscale was used as the support from that source, so that a higher 
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score suggested a higher level of support. Each of the subscales had a high reliability 
(Cronbach’s α > 0.80; (Y. Chen & Feeley, 2014). In this study, each of the subscales had a high 
reliability (spouse/partner support: α = 0.80; child support: α = 0.82; family support: α = 0.86; 
friend support: α =0.85). 
3.4 Analysis 
Descriptive analyses and inferential analyses were performed to test the research 
questions and hypotheses. These included univariate analyses, bivariate analyses, multivariable 
linear regression, Poisson regression, and negative binomial regression. Analyses were 
conducted using Stata software version MP 14.0.  
3.4.1 Data preparation 
Before inferential analyses, univariate descriptive statistics including frequencies, 
means, standard deviations, distributions, and missing values were conducted. Outliers were 
detected by inspecting frequency distributions of z scores (Kline, 2005). For continuous variables, 
skewness and kurtosis were examined, in order to confirm the univariate normality. To 
determine whether to drop the outliers or not, two unadjusted models were run, setting the 
continuous variable as independent variable, and the outcome variable as dependent variable. 
The first model included outliers, and the second model excluded outliers. If the direction of the 
relationship between the independent variable and dependent variables changed, or if the 
significance of the association between independent variable and dependent variables changed, 
the outliers would be dropped. Since neither of the conditions happened, the outliers were kept in 
the final sample. 
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3.4.2 Data analyses 
Research question one: Is spousal caregiver status related to older adults’ PSW? 
A preliminary univariate analysis was conducted on participants’ caregiver status, PSW, 
healthcare service use, and the covariates (socio-demographic characteristics, socio-economic 
resources, health status, and social support). For continuous variables, their weighted mean score 
and standard error were reported. For categorical variables, the unweighted number and weighted 
percentage with 95% confidence interval for each category were recorded. Then a simple linear 
regression and chi-square test were conducted to compare the participants with different 
caregiver statuses in their characteristics of PSW and covariates. 
For the second hypothesis of research question one, a correlation analysis was 
conducted between PSW and covariates to detect the correlation between PSW and each factor. 
Then, ordinary least square (OLS) regression was conducted to obtain linear unbiased estimators 
of the four dimensions of PSW, which were regarded as the outcome variables. Following that, 
five stepwise multivariable linear regression models were conducted to examine each 
component’s association with caregiver status. The association between PSW and older adults’ 
caregiver status was tested by running the following five regression models. Model 1 included 
only caregiver status as the independent variable, setting non-caregivers without need as the 
reference group.; Model 2 added socio-demographic characteristics (gender, age, and race) to 
Model 1; Model 3 added socio-economic resources (educational level, health insurance, 
non-housing wealth, and household income) to Model 2; Model 4 added health status (self-rated 
health and number of chronic diseases) to Model 3. Model 5 added environmental factors 
(spousal support, children’s support, other family members’ support, and friends’ support) to 
Model 4.  
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Research question two: Is PSW associated with healthcare use among older adults? 
For the number of physician visits, which is one of the outcome variables of research 
question two, negative binomial regression was employed, because the outcome variable’s mean 
value is smaller than its variance. To test the first hypothesis of research question two, similar to 
research question one, stepwise multivariable models were used to examine each outcome 
variable’s association with PSW. Model 1 contained only PSW as the independent variable; 
Model 2 was Model 1 with the addition of socio-demographic characteristics (gender, age, and 
race); Model 3 was Model 2 with the addition of socio-economic resources (educational level, 
health insurance, non-housing wealth, and household income); Model 4 was Model 3 with the 
addition of health status (self-rated health and number of chronic diseases). Model 5 was Model 
4 with the addition of spousal caregiver status.  
For the second hypothesis of research question two, since mammogram/X-ray and pap 
smear are services only for females, while prostate examinations are only for males, there exists 
a difference between male and female participants in the types of services they can use, as well 
as the maximum of the types of services they can use. Poisson regression was used, because the 
outcome variables’ mean value were larger than the values of the variance. Similar to the 
procedures adopted in the first hypothesis, five stepwise models were made. Model 1 included 
PSW as the only independent variable; Model 2 added socio-demographic characteristics (gender, 
age, and race) to Model 1; Model 3 added socio-economic resources (educational level, health 
insurance, non-housing wealth, and household income) to Model 2; Model 4 added health status 
(self-rated health and number of chronic diseases) to Model 3; Model 5 added spousal caregiver 
status to Model 4. 
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The variance inflation factor (VIF) of each independent variable in the last model for 
each research question and hypothesis was recorded, in order to find the variables which could 
have the problem of co-linearity. A VIF that was larger than 10 indicates problem of co-linearity. 
Variables having that problem would be dropped, or maintained with interpretation. The result 
showed that none of the fully adjusted models had a VIF larger than 10. 
Research question three: Does caregiver status moderate the association between older adults’ 
PSW and their healthcare service use? 
To test this question, PSW domains and spousal caregiver status were used to generate 
moderators. For each outcome variable (physician visits, male participants’ preventive care use, 
female participants’ preventive care use), four models were built to examine the moderating 
effect of spousal caregiver status and PSW. Model 1 contained PSW, spousal caregiver status, 
and the moderators as the independent variables; Model 2 added socio-demographic 
characteristics (gender, age, and race) to Model 1; Model 3 added socio-economic resources 
(educational level, health insurance, non-housing wealth, and household income) to Model 2; 
Model 4 added health status (self-rated health and number of chronic diseases) to Model 3. As 
mentioned in the last section, negative binomial regression and Poisson regression were 




CHAPTER 4: RESULTS 
4.1 Characteristics of the study sample 
Table 4.1 presents the descriptive statistics, consisting of the full study sample and each 
group. For the categorical variables, it lists the unweighted frequencies and the weighted 
percentages with 95% confidence interval. For continuous variables, it lists the weighted mean 
values with 95% confidence interval. In terms of socio-demographic characteristics, as the table 
shows, male and female participants represented almost equal proportions (50.88% vs. 49.12%). 
Over 40% of the study sample were aged 61-70 (43.25%), followed by those aged 51-60 
(31.63%). For race, an overwhelming majority of participants were non-Hispanic White 
(85.80%). The weighted percentages of Hispanic, Black, and other races were much smaller 
(6.58%, 4.74%, and 2.88%). 
In terms of socio-economic resources, most participants’ education level was some 
college and above (61.47%), and most of the rest were high school (29.37%). Less than one tenth 
of participants were lower than high school (9.16%). Nearly half of participants had only private 
health insurance (43.58%). Those who had only public health insurance or both types of health 
insurance were nearly equal (26.20% vs. 27.34%). Only 2.88% of participants had no health 
insurance.  
In terms of health status, most participants (82.88%) reported themselves to be in 
excellent/very good/good health. Less than one-fifth (17.12%) of them perceived themselves to 
be fair/poor in health. The weighted average number of chronic diseases was fewer than two 
(1.92). The weighted mean scores of support were: spouses/partners (10.61; SE = 0.05); children 
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(9.63; SE = 0.05); family members (8.41; SE = 0.07); and friends (9.01; SE = 0.06) among the 
whole study sample.  
For participants’ PSW, the weighted mean score of the whole sample’s purpose of life 
was 33.23 (SE = 0.15). The weighted mean score of life satisfaction was 26.45 (SE = 0.16). The 
mean score of positive affect was 43.90 (SE = 0.20). The mean score of negative affect was 
24.35 (SE = 0.15).  
For use of healthcare services, the weighted average number of the times participants 
had visited physicians in the past 2 years was 8.81 (SE = 0.28). The weighted average numbers 
of types of preventive health services that male participants had used in the past two years was 




Table 4.1 Characteristics of study sample by caregiver status 
Variable 
Sample Total 
(N = 3, 857) 
Spousal caregivers 
(N = 376)a 
Non-caregivers with 
need (N = 331)b 
Non-caregivers without 
need (N = 3,150)c 
p-value 
 
n/mean %(95%CI) n/mean %(95%CI) n/mean %(95%CI) n/mean %(95%CI) <0.01 
Gender 
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  <0.001 
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  <0.001 






























































      
   
Spousal/part
ner 
10.61 (10.52, 10.69) 9.93 (9.64, 10.23) 10.03 (9.59, 10.48) 10.71 (10.62, 10.81) 
AC*** 
BC** 
Children 9.64 (9.54, 9.73) 9.71 (9.35, 10.07) 9.16 (8.73, 9.58) 9.67 (9.56, 9.78) BC* 
Family 
members 
8.41 (8.29, 8.53) 8.44 (8.01, 8.87) 8.20 (7.76, 8.64) 8.43 (8.29, 8.56) (insig) 
Friends 9.01 (8.90, 9.12) 8.96 (8.65, 9.28) 8.80 (8.42, 9.18) 9.04 (8.92, 9.15) (insig) 
Psychological 
well-being       
   
Purpose of 
life 















24.35 (24.06, 24.64) 25.33 (24.26, 26.40) 25.52 (24.19, 26.85) 24.16 (23.86, 24.47) AC* 
Physician 
visits 








3.35 (3.27, 3.44) 3.28 (3.03, 3.54) 3.17 (2.85, 3.48) 3.37 (3.28, 3.47) (insig) 
*p < 0.05, **p < 0.01, ***p < 0.001 
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4.2 Research question one: bivariate analysis  
Research question one considered the levels of purpose of life, life satisfaction, positive 
affect, and negative affect across three groups of older adults (spousal caregivers, non-caregivers 
with need, non-caregivers without need). Table 4.1 shows the characteristics of participants of 
the three groups on the unweighted frequencies with the weighted percentages in categorical 
variables, and weighted mean values with 95% confidence interval in continuous variables. 
Bivariate analysis (chi-square test and simple linear regression) was conducted to compare the 
three groups’ characteristics. It is notable that the three groups were different in all 
measurements of socio-demographic characteristics (gender, age, race), all measurements of 
socio-economic resources (education level, health insurance, household wealth, household 
income), and two measurements of health status (self-perceived health, chronic diseases). 
In regards to socio-demographic characteristics, Table 4.1 shows that gender 
composition between groups were significantly different (χ
2
(2) = 13.98, p < 0.01). Among 
spousal caregivers, most were female (60.74%), Among non-caregivers with need, 51.44% were 
female. Among non-caregivers without need, female participants were slightly smaller in 
percentage than males (47.89% vs. 52.11%). Age composition was different across three groups 
as well (χ
2
(6) = 46.07, p < 0.001). Spousal caregivers were more likely to be 71 to 80 years old 
(29.09%) than non-caregiver groups (22.42% and 19.02%). Non-caregivers without need were 
more likely to be 51 to 60 years (32.66%) and 61 to 70 years (44.11%) of age than spousal 
caregivers (23.49% and 37.41%) and non-caregivers with need (27.98% and 39.21%). The 
difference in race composition was not significant between groups (χ
2
(6) = 14.95, p = 0.06). 
For socio-economic resources, there existed differences in the pattern of educational 
level across groups (χ
2
(4) = 101.96, p < 0.001). For spousal caregivers, the percentage of 
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participants whose educational level was high school was higher than those of the other two 
groups (40.18% vs. 33.04% and 28.10%). The percentage of older adults whose educational level 
was lower than high school was much lower in non-caregivers without need than in the other two 
groups (7.32% vs. 18.60% and 21.26%). Health insurance status also differed by caregiver status 
(χ
2
(6) = 88.62, p < 0.001). For spousal caregivers, a higher percentage of participants had only 
public insurance than in the other two groups (44.95% vs. 33.92% and 23.88%). For 
non-caregivers without need, a much higher percentage had only private insurance than in the 
other two groups (46.66% vs. 19.89% and 32.00%). The wealth structure varied across the three 
groups (χ
2
(8) = 44.14, p < 0.001). The percentage of group members with the lowest level of 
wealth was lower in the reference group (20.78% vs. 32.32% and 32.39%), while the percentage 
of those with the highest level in wealth was higher than in the other two groups (20.45% vs. 
11.99% and 16.23%). Similar to the pattern presented in wealth, the structure of income also 
varied across the three groups (χ
2
(6) = 154.47, p < 0.001). Non-caregivers without need had a 
much smaller percentage of individuals with the lowest income level (21.12% vs. 48.43% and 
43.07%), while it had a much larger percentage of individuals with the highest income level 
(29.03% vs. 10.04% and 9.35%). 
Regarding health status, non-caregivers without need enjoyed better health status (χ
2
(2) 
= 46.49, p < 0.001). A higher percentage of them perceived themselves as having good health 
status than in the other two groups (84.86% vs. 71.56% and 71.27%). On average, they also had 
fewer chronic diseases (1.83) than spousal caregivers (2.42) and non-caregivers with need (2.47; 
F(2, 55) = 15.37, p < 0.001). 
For environmental factors, which is to say social support, differences were found 
between groups in spouse/partner support (F(2, 55) = 18.50, p < 0.001) and children support (F(2, 
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55) = 2.65, p = 0.07). Specifically, compared with spousal caregivers, non-caregivers without 
need had a significantly higher level of spouse/partner support (10.71 vs. 9.93). Moreover, 
compared to non-caregivers with need, non-caregivers without need had a significantly higher 
level of spousal support (10.71 vs. 10.03) and children support (9.67 vs. 9.16).  
For PSW, Table 4.1 presents the differences in the three groups in their purpose of life 
(F(2, 55) = 12.03, p < 0.001); life satisfaction(F(2, 55) = 8.48, p < 0.001); positive affect (F(2, 
55) = 11.29, p < 0.001); and negative affect (F(2, 55) = 3.79, p < 0.05). Specifically, compared to 
the other two groups, non-caregivers without need had significantly different levels in the four 
components of PSW. They had a higher level of purpose of life (33.51 vs. 31.91 and 31.20); life 
satisfaction (26.77 vs. 24.38 and 24.85); and positive affect (44.33 vs. 41.60 and 41.19), while 
they also had a lower level of negative affect (24.16 vs. 25.33 and 25.52). 
Another correlation analysis was performed on the four PSW outcomes: 
socio-demographic characteristics, socio-economic resources, health status, and environmental 
factors. As shown in Table 4.2, for continuous variables, the strength of correlation was indicated 
by correlation coefficients. For categorical variables, the mean score of each subgroup was given. 
The significance of the unadjusted association was indicated by asterisks, standing for p value. 
For socio-demographic characteristics, compared with male older adults, female older 
adults had a significantly higher level of negative affect (25.07 vs. 23.66; F(1, 56) = 26.99, p < 
0.001). Compared with the youngest group, those who were 71 to 80 and older than 80 had 
significantly lower purpose of life (32.71, 30.39 vs. 33.52; F(3, 54) = 18.02, p < 0.001). 
Participants aged 71 to 80 had significantly higher life satisfaction (27.34 vs. 26.04; F(3, 54) = 
4.89, p < 0.01). Those older than 80 had a significantly lower positive affect (40.54 vs. 43.70; 
F(3, 54) = 14.52, p < 0.001). All three age groups had a significantly lower negative affect 
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(24.33, 23.21, 23.52 vs. 25.22; F(3, 54) = 10.68, p < 0.001). Compared with White older adults, 
Black older adults had a significantly higher purpose of life (35.35 vs. 33.19; F(3, 54) = 7.53, p < 
0.001) but lower life satisfaction (24.19 vs. 26.55; F(3, 54) = 6.30, p < 0.001). Hispanic older 
adults had a lower positive affect (42.30 vs. 44.10). There was no significant difference in 
negative affect across diverse racial/ethnic groups. Regarding socio-economic resources, in terms 
of education level, compared to those lower than high school, older adults who had graduated 
from high school and those who had some college or above had significantly higher purpose of 
life (32.33, 34.09 vs. 30.27; F(2, 55) = 38.08, p < 0.001) and higher positive affect (43.14, 44.91 
vs. 39.58; F(2, 55) = 27.38, p < 0.001). Those with the highest education level had higher life 
satisfaction (26.96 vs. 25.17; F(2, 55) = 6.11, p < 0.01). The score of negative affect did not vary 
much by caregiver status. For health insurance coverage, compared with older adults without 
private or public health insurance, the other three groups all had significantly higher levels in 
purpose of life (32.41, 34.07, 32.93 vs. 30.64; F(3, 54) = 10.21, p < 0.001)  and positive affect 
(42.90, 44.51, 44.26 vs. 40.55; F(3, 54) = 5.17, p < 0.01). In terms of household wealth, 
compared to the first quintile, the other four quintiles had significantly higher life satisfaction 
(25.88, 27.09, 26.70, 27.94 vs. 24.79; F(4, 53) = 6.84, p < 0.001) and lower negative affect 
(23.91, 24.15, 23.93, 23.92 vs. 25.61; F(4, 53) = 4.20, p < 0.01). Also, compared with the first 
quintile, the wealthiest three quintiles had higher purpose of life (33.44, 34.36, 34.50 vs. 31.96; 
F(4, 53) = 15.47, p < 0.001) and higher positive affect (44.48, 45.27, 45.04 vs. 42.06; F(4, 53) = 
8.74, p < 0.001). In terms of household income, compared with the first quartile, the three other 
quartiles all had higher purpose of life (32.68, 33.61, 35.07 vs. 31.45; F(3, 54) = 45.47, p < 0.001) 
and higher positive affect (43.04, 44.58, 45.96 vs. 41.93; F(3, 54) = 12.98, p < 0.001).  
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For health status, compared with those who perceived themselves to be in fair/poor 
health, those who perceived themselves to have excellent/very good/good in health had higher 
purpose of life (33.96 vs. 29.66; F(1, 56) = 94.95, p < 0.001); higher life satisfaction (27.19 vs. 
22.87; F(1, 56) = 91.04, p < 0.001); higher positive affect (45.13 vs. 37.97; F(1, 56) = 188.76, p 
< 0.001); and lower negative affect (23.68 vs. 27.60; F(1, 56) = 79.56, p < 0.001). In terms of the 
association between number of chronic diseases and PSW, the result of Pearson correlation 
analysis indicates that the number of chronic diseases had a positive correlation with negative 
affect (b = 0.74, t = 6.89, p < 0.001), while it had a negative correlation with purpose of life (b = 
-0.97, t = -9.98, p < 0.001); life satisfaction (b = -0.88, t = -7.03, p < 0.001); and positive affect 
(b = -1.42, t = -9.61, p < 0.001). 
In terms of environmental factors, spousal/partner support was negatively correlated to 
negative affect (b = -1.20, t = -14.54, p < 0.001), and it was positively correlated to purpose of 
life (b = 0.92, t = 12.77, p < 0.001), life satisfaction (b = 1.48, t = 16.89, p < 0.001) and positive 
affect (b = 1.92, t = 18.78, p < 0.001). Children support was positively correlated to purpose of 
life (b = 0.64, t = 9.11, p < 0.001); life satisfaction (b = 0.77, t = 11.71, p < 0.001); and positive 
affect (b = 1.14, t = 10.61, p < 0.001), while it was negatively correlated to negative affect (b = 
-0.70, t = -9.99, p < 0.001). Support from other family members was positively correlated to 
purpose of life (b = 0.34, t = 6.54, p < 0.001); life satisfaction (b = 0.42, t = 7.62, p < 0.001); and 
positive affect (b = 0.79, t = 9.87, p < 0.001), while it was also negatively correlated to negative 
affect (b = -0.33, t = -6.11, p < 0.001). Friends support was positively correlated to purpose of 
life (b = 0.60, t = 8.34, p < 0.001); life satisfaction (b = 0.35, t = 4.73, p < 0.001); and positive 




Table 4.2 Psychological well-being by characteristics 

























(32.65, 33.43)  
26.28 
(25.82, 26.75)  
43.62 
(43.05, 44.19)  
23.66 
(23.30, 24.01)  
Female 
33.42 
(33.00, 33.84)  
26.63 
(26.14, 27.11)  
44.20 
(43.53, 44.86)  
25.07 












(32.94, 34.10)  
26.04 
(25.39, 26.69)  
43.70 
(42.76, 44.65)  
25.22 
(24.49, 25.96)  
61-70 
33.58 
(33.19, 33.98)  
26.44 
(25.83, 27.05)  
44.49 







































(32.89, 33.48)  
26.55 
(26.16, 26.94)  
44.10 
(43.69, 44.52)  
24.41 









(42.97, 45.42)  
24.03 
(22.90, 25.17)  
Hispanic 
32.40 
(31.04, 33.76)  
27.41 





(22.71, 24.94)  
Other 
32.82 
(31.47, 34.16)  
25.05 
(22.56, 27.54)  
41.09 
(37.35, 44.82)  
24.24 











than high school 
30.27 
(29.23, 31.31)  
25.17 
(24.08, 26.27)  
39.58 
(38.05, 41.11)  
24.60 










































































(23.83, 24.55)  
Ref: Have no 
insurance 
30.64 
(28.86, 32.42)  
23.64 
(21.07, 26.21)  
40.55 
(38.58, 42.53)  
26.78 










  Ref: Quintile 
1 
31.96 
(31.21, 32.70)  
24.79 
(23.98, 25.59)  
42.06 
(40.98, 43.13)  
25.61 
(24.95, 26.26)  
  Quintile 2 
31.88 































































(30.89, 32.01)  
25.05 
(24.29, 25.82)  
41.93 
(40.96, 42.91)  
24.63 
(24.01, 25.25)  










(23.73, 24.82)  











(23.73, 25.35)  
























(28.83, 30.49)  
22.87 
(22.01, 23.73)  
37.97 
(36.98, 38.97)  
27.60 















Chronic disease -0.97 (0.10) *** -0.88 (0.13) *** -1.42 (0.15) *** 0.74 (0.11) *** 
Social support 
        
Spousal/partn
er support 
0.92 (0.07) *** 1.48 (0.09) *** 1.92 (0.10) *** -1.20 (0.08) *** 
Children 
support 




0.34 (0.05) *** 0.42 (0.06) *** 0.79 (0.08) *** -0.33 (0.05) *** 
Friends 
support 
0.60 (0.07) *** 0.35 (0.07) *** 1.00 (0.10) *** -0.14 (0.08) 
 
















4.3 Research question one: multivariable regression 
Tables 4.3 through 4.6 present the results of the linear regression for purpose of life, life 
satisfaction, positive affect, and negative affect, respectively. For each table, Model 1 included 
only caregiver status as the predictor. Model 2 added socio-demographic characteristics to Model 
1. Model 3 added socio-economic resources to Model 2. Model 4 added health status to Model 3. 
Model 5 added environmental factors to Model 4.  
Table 4.3 displays the association between purpose of life and caregiver status. It shows 
that, in Model 1 (F(2, 55) = 12.03, p < 0.001, R
2 
= 0.01), compared to non-caregivers without 
need, spousal caregivers (t = -2.60, p < 0.05) and non-caregivers with need (t = -2.31, p < 0.001) 
had a lower level of purpose of life. In Model 2 (F(9, 48) = 11.55, p < 0.001, R
2 
= 0.03), the 
significance between caregiver status and PSW remained. Beginning with Model 3 (F(21, 36) = 
18.73, p < 0.001, R
2 
= 0.10), with the inclusion of socio-economic resources to attenuate the 
relationship of caregiver status and PSW, the association was no longer significant. In Model 5 
(F(27, 30) = 47.10, p < 0.001, R
2 
= 0.23), caregiver status did not show a significant association. 
More than that, as shown in Model 5, purpose of life was significantly associated with several 
other factors. For instance, compared with the members of the reference group, those who were 
older than 80 (t = -3.56, p < 0.01) and who had more chronic diseases (t = -3.31, p < 0.01) had a 
lower level of purpose of life. In contrast, individuals who were Black (t = 9.56, p < 0.001); 
whose education level was high school (t = 2.49, p < 0.05) or some college and above (t = 3.91, p 
< 0.001); who were in the fourth quintile (t = 4.64, p < 0.001) or the fifth quintile (t = 3.02, p < 
0.01) in household wealth; who perceived themselves be in good health (t = 4.78, p < 0.001); and 
who received more support from spouse/partner (t = 7.76, p < 0.001), children (t = 4.89, p < 
0.001) or friends (t = 3.85, p < 0.001) had a higher level of purpose of life. 
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Table 4.4 shows the outcomes regarding life satisfaction among older adults with 
different caregiver statuses. It indicates that, in Model 1 (F(2, 55) = 8.48, p < 0.001, R
2 
= 0.01), 
compared to non-caregivers without need, non-caregivers with need (t = -2.85, p < 0.01) had a 
lower level of life satisfaction. In Model 2 (F(9, 48) = 7.18, p < 0.001, R
2 
= 0.03), the same 
relationship is displayed (t = -2.99, p < 0.01). From Model 3 (F(21, 36) = 6.43, p < 0.001, R
2 
= 
0.07) through Model 5 (F(27, 30) = 19.32, p < 0.001, R
2 
= 0.23), the relationship was not 
significant. Spousal caregivers had a lower level of life satisfaction in Model 1 (t = -3.61, p < 
0.001), and the significant association was also displayed in Model 2 (t = -3.87, p < 0.001) 
through Model 4 (t = -2.44, p < 0.05), while the association was insignificant in Model 5. In 
Model 5, other factors were found associated with life satisfaction. In the last model (which 
controlled for every factor). For example, compared with the reference group members, those 
who were female (t = 2.77, p < 0.01); who were 71 to 80 years of age (t = 2.62, p < 0.05); who 
were Hispanic (t = 3.53, p < 0.001); who were in the second quintile (t = 2.21, p < 0.05) or the 
fifth quintile (t = 2.24, p < 0.05) in household wealth; who were in the fourth quartile in 
household income (t = 2.78, p < 0.05); who perceived themselves be in good health (t = 6.07, p < 
0.001); and who received more support from a spouse/partner (t = 10.51, p < 0.001), children (t = 
3.95, p < 0.001), or other family members (t = 2.75, p < 0.01) had a higher level of life 
satisfaction. On the contrary, those who had more chronic diseases (t = -3.01, p < 0.01) had a 
lower level of life satisfaction. 
Table 4.5 presents the outcomes regarding positive affect among older adults with 
different caregiver statuses. It shows that, in Model 1 (F(2, 55) = 11.29, p < 0.001, R
2 
= 0.01), 
compared to non-caregivers without need, both spousal caregivers (t = -3.14, p < 0.01) and 
non-caregivers with need (t = -3.66, p < 0.001) had significantly lower levels of positive affect. 
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In Model 2 (F(9, 48) = 7.98, p < 0.001, R
2 
= 0.03), the significance of those relationships is also 
displayed (t = -2.98, p < 0.01; t = -3.49, p < 0.001). In Model 3 (F(21, 36) = 5.57, p < 0.001, R
2 
= 
0.06), non-caregivers with need had lower positive affect than non-caregivers without need (t = 
-2.39, p < 0.05). From Model 4 (F(24, 33) = 17.36, p < 0.001, R
2 
= 0.13), being a non-caregiver 
with need was not associated. In Model 5 (F(27, 30) = 32.35, p < 0.001, R
2 
= 0.28), after 
controlling for all covariates, it is found that positive affect was associated with several other 
factors. For instance, compared to the reference group, those who were older than 80 (t = -2.77, p 
< 0.01), and who had more chronic diseases (t = -4.45, p < 0.001) were more likely to have lower 
positive affect. On the contrary, those who were Black (t = 3.21, p < 0.01); who had a high 
school degree (t = 2.72, p < 0.01) or higher education level (t = 3.56, p < 0.001); who was fourth 
quintile in household wealth (t = 2.17, p < 0.01); who perceived themselves to have good health 
(t = 8.29, p < 0.001); and who received more support from a spouse/partner (t = 13.11, p < 0.001), 
children (t = 4.21, p < 0.001), other family members (t = 4.72, p < 0.001), or friends (t = 4.42, p 
< 0.001) reported higher levels of positive affect.  
Table 4.6 presents the outcomes regarding negative affect among older adults with 
different caregiver statuses. It shows that, in Model 1 (F(2, 55) = 3.79, p < 0.05, R
2 
= 0.01), 
compared to non-caregivers without need, spousal caregivers had a higher level of negative 
affect (t = 2.15, p < 0.05), and the significant association remained in Model 2 (t = 8.52, p < 
0.001, R
2 
= 0.03). In Model 5 (F(27, 30) = 20.61, p < 0.001, R
2 
= 0.21), after controlling for 
every other factor, negative affect was found associated with several factors. Compared with the 
members of the reference groups for each factor, those who were ages 61to 70 (t = -2.40, p < 
0.05), 71 to 80 (t = -3.41, p < 0.01), or older than 80 (t = -2.24, p < 0.05); who were Black (t = 
-2.71, p < 0.01) or Hispanic (t = -2.03, p < 0.05), whose household wealth was in the second 
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quintile (t = -2.67, p < 0.01); whose self-perceived health was good (t = -5.60, p < 0.001); and 
who received more support from a spouse/partner (t = -9.72, p < 0.001), children (t = -5.38, p < 
0.001), or other family members (t = -3.00, p < 0.001) had lower negative affect levels. Females 
(t = 3.96, p < 0.001) and those who had more chronic diseases (t = 4.14, p < 0.001) had higher 
negative affect levels. 
In summary, the results provided evidence for hypotheses of the first research question: 
in the unadjusted models (Model 1s), there exists a significant difference across subgroups of 
different caregiver statuses. Specifically, in the unadjusted model (Model 1), compared to the 
reference group (non-caregivers without need), both spousal caregivers and non-caregivers with 
need had lower levels of purpose of life, life satisfaction, and positive affect, while their negative 
affect level was higher. That indicates that their PSW is in a worse situation than that of the 
reference group members. After covariates were included into the models stepwise, especially 
after the inclusion of health status variables, none of the associations between caregiver status 




Table 4.3 Weighted OLS regression of purpose of life 
Variable Model 1 Model 2 Model 3 Model 4 Model 5 
  b (SE) b (SE) b (SE) b (SE) b (SE) 
Caregiver status 
     
Ref: non-caregiver without need 
     
Spousal-caregiver -1.61 (0.62)* -1.42 (0.63)* -0.45 (0.58) -0.25 (0.54) 0.16 (0.53) 
Non-caregiver with need -2.31 (0.54)*** -2.11 (0.53)*** -1.23 (0.51)* -0.93 (0.48) -0.36 (0.51) 
Gender 
     
Ref: Male 
     
Female 
 
0.34 (0.29) 0.33 (0.29) 0.40 (0.27) 0.07 (0.28) 
Age 
     
Ref: 51-60 
     
61-70 
 
0.12 (0.30) 0.53 (0.42) 0.50 (0.41) 0.38 (0.38) 
71-80 
 
-0.63 (0.40) 0.24 (0.50) 0.23 (0.50) -0.22 (0.46) 
>80 
 
-2.71 (0.52)*** -1.61 (0.64)** -1.43 (0.61) -2.05 (0.58)*** 
Race/ethnicity 
     
Ref: White 
     
Black 
 
2.12 (0.49)*** 3.04 (0.40)*** 3.13 (0.36)*** 3.24 (0.34)*** 
Hispanic 
 
-0.69 (0.63) 1.14 (0.65) 1.31 (0.67) 1.00 (0.63) 
Other 
 
-0.34 (0.64) -0.06 (0.64) 0.04 (0.65) 0.40 (0.73) 
Education 
     
Ref: Lower than high school 
     
High school 
  
1.35 (0.50)** 0.91 (0.47) 0.97 (0.39)* 
Some college and above 
  
2.25 (0.51)*** 1.55 (0.47)** 1.66 (0.42)*** 
Health insurance 
     
Ref: Have no insurance 
     
Only have public insurance 
  
1.24 (0.93) 1.74 (0.85)* 1.33 (0.75) 
Only have private 
  
1.80 (0.98) 1.72 (0.89) 1.11 (0.77) 
Have both public and private 
insurance   
1.11 (0.84) 1.64 (0.78)* 1.01 (0.73) 
Household wealth 
     
  Ref: Quintile 1 
     
  Quintile 2 
  
0.16 (0.50) -0.11 (0.50) -0.21 (0.43) 
  Quintile 3 
  
1.28 (0.38)** 0.89 (0.38)* 0.76 (0.39) 
  Quintile 4 
  
1.97 (0.38)*** 1.57 (0.37)*** 1.51 (0.32)*** 
  Quintile 5 
  
1.82 (0.52)*** 1.35 (0.50)** 1.31 (0.43)** 
Household income 
     
  Ref: Quartile 1 
     
  Quartile 2 
  
0.22 (0.45) 0.10 (0.43) 1.15 (0.40) 
  Quartile 3 
  
0.83 (0.45) 0.60 (0.43) 0.64 (0.37) 
  Quartile 4 
  
1.57 (0.44)*** 1.17 (0.43)** 0.80 (0.41) 
Self-perceived health 
     
Ref: Fair/poor 
     
Excellent/very good/good 
   
2.73 (0.47)*** 2.20 (0.46)*** 
Chronic disease 
   
-0.45 (0.12)*** -0.39 (0.12)** 
Social support 
     
Spousal/partner support 
    
0.65 (0.08)*** 
Children support 
    
0.32 (0.07)*** 
Family members support 
    
0.06 (0.06) 
Friends support 
    
0.32 (0.08)*** 





Table 4.4 Weighted OLS regression of life satisfaction 
Variable Model 1 Model 2 Model 3 Model 4 Model 5 
  b (SE) b (SE) b (SE) b (SE) b (SE) 
Caregiver status           
Ref: non-caregiver without need           
Spousal-caregiver -2.39 (0.66)*** -2.60 (0.67)*** -1.68 (0.61)** -1.46 (0.60)* -0.71 (0.59) 
Non-caregiver with need -1.92 (0.67)** -2.01 (0.67)** -1.30 (0.67) -0.96 (0.65) -0.11 (0.63) 
Gender 
     
Ref: Male 
     
Female 
 
0.51 (0.32) 0.51 (0.31) 0.59 (0.29)* 0.89 (0.32)** 
Age 
     
Ref: 51-60 
     
61-70 
 
0.35 (0.47) 0.85 (0.60) 0.81 (0.60) 0.68 (0.52) 
71-80 
 
1.44 (0.44)** 2.45 (0.68)** 2.43 (0.71)*** 1.82 (0.70)* 
>80 
 
0.04 (0.58) 1.25 (0.86) 1.44 (0.84) 0.57 (0.79) 
Race/ethnicity 
     
Ref: White 
     
Black 
 
-2.18 (0.60)*** -1.32 (0.60)* -1.21 (0.60)* -0.81 (0.58) 
Hispanic 
 
1.15 (0.54)* 2.67 (0.63)*** 2.86 (0.65)*** 2.21 (0.63)*** 
Other 
 
-1.33 (1.31) -0.84 (1.24) -0.73 (1.22) -0.58 (1.15) 
Education 
     
Ref: Lower than high school 
     
High school 
  
0.13 (0.69) -0.37 (0.72) -0.40 (0.65) 
Some college and above 
  
0.49 (0.69) -0.29 (0.73) -0.21 (0.68) 
Health insurance 
     
Ref: Have no insurance 
     
Only have public insurance 
  
0.96 (1.30) 1.51 (1.19) 0.91 (1.15) 
Only have private 
  
1.74 (1.17) 1.64 (1.07) 0.94 (1.06) 
Have both public and private 
insurance   
1.25 (1.27) 1.83 (1.17) 1.01 (1.16) 
Household wealth 
     
  Ref: Quintile 1 
     
  Quintile 2 
  
1.13 (0.47)* 0.82 (0.48) 0.62 (0.51) 
  Quintile 3 
  
1.87 (0.54)*** 1.44 (0.57)* 1.19 (0.54)* 
  Quintile 4 
  
1.10 (0.56) 0.65 (0.58) 0.60 (0.58) 
  Quintile 5 
  
1.86 (0.59)** 1.32 (0.59)* 1.26 (0.56)* 
Household income 
     
  Ref: Quartile 1 
     
  Quartile 2 
  
0.45 (0.48) 0.32 (0.49) 0.39 (0.43) 
  Quartile 3 
  
1.13 (0.60) 0.88 (0.58) 0.95 (0.49) 
  Quartile 4 
  
2.44 (0.57)*** 1.99 (0.57)*** 1.50 (0.54)* 
Self-perceived health 
     
Ref: Fair/poor 
     
Excellent/very good/good 
   
3.11 (0.46)*** 2.53 (0.42)*** 
Chronic disease 
   
-0.50 (0.14)*** -0.41 (0.14)*** 
Social support 
     
Spousal/partner support 
    
1.19 (0.11)*** 
Children support 
    
0.29 (0.07)*** 
Family members support 
    
0.19 (0.07)** 
Friends support 
    
-0.03 (0.07) 





Table 4.5 Weighted OLS regression of positive affect 
Variable Model 1 Model 2 Model 3 Model 4 Model 5 
  b (SE) b (SE) b (SE) b (SE) b (SE) 
Caregiver status 
     
Ref: non-caregiver without need 
     
Spousal-caregiver -2.74 (0.87)** -2.57 (0.86)** -1.48 (0.77) -1.13 (0.66) -0.18 (0.60) 
Non-caregiver with need -3.15 (0.86)*** -2.89 (0.83)*** -1.85 (0.77)* -1.31 (0.70) -0.15 (0.66) 
Gender 
     
Ref: Male 
     
Female 
 
0.58 (0.45) 0.56 (0.45) 0.68 (0.42) 0.31 (0.42) 
Age 
     
Ref: 51-60 
     
61-70 
 
0.78 (0.51) 1.03 (0.63) 0.95 (0.62) 0.80 (0.55) 
71-80 
 
0.26 (0.67) 0.91 (0.79) 0.86 (0.79) 0.10 (0.66) 
>80 
 
-2.63 (0.89)** -1.62 (1.10) -1.33 (1.05) -2.45 (0.88)** 
Race/ethnicity 
     
Ref: White 
     
Black 
 
0.16 (0.64) 1.16 (0.61) 1.34 (0.55)* 1.58 (0.49)** 
Hispanic 
 
-1.61 (0.82) 0.72 (0.73) 1.05 (0.77) 0.34 (0.69) 
Other 
 
-2.85 (1.87) -2.43 (1.77) -2.26 (1.76) -1.64 (1.42) 
Education 
     
Ref: Lower than high school 
     
High school 
  
2.57 (0.85)** 1.76 (0.77)* 1.84 (0.68)** 
Some college and above 
  
3.47 (0.84)*** 2.19 (0.76)** 2.42 (0.68)*** 
Health insurance 
     
Ref: Have no insurance 
     
Only have public insurance 
  
1.45 (1.02) 2.30 (0.92)* 1.43 (0.81) 
Only have private 
  
1.73 (1.12) 1.55 (0.96) 0.33 (0.86) 
Have both public and private 
insurance   
1.86 (1.07) 2.76 (0.98)** 0.49 (0.82) 
Household wealth 
     
  Ref: Quintile 1 
     
  Quintile 2 
  
0.65 (0.83) 0.15 (0.81) -0.10 (0.66) 
  Quintile 3 
  
1.69 (0.58)** 0.98 (0.57) 0.69 (0.55) 
  Quintile 4 
  
2.15 (0.68)** 1.42 (0.68)* 1.26 (0.58)* 
  Quintile 5 
  
1.39 (0.84) 0.53 (0.84) 0.46 (0.73) 
Household income 
     
  Ref: Quartile 1 
     
  Quartile 2 
  
-0.23 (0.65) -0.44 (0.62) -0.29 (0.52) 
  Quartile 3 
  
1.07 (0.79) 0.66 (0.73) 0.78 (0.63) 
  Quartile 4 
  
1.93 (0.84)* 1.21 (0.84) 0.49 (0.82) 
Self-perceived health 
     
Ref: Fair/poor 
     
Excellent/very good/good 
   
5.17 (0.58)*** 4.25 (0.51)*** 
Chronic disease 
   
-0.75 (0.17)*** -0.61 (0.14)*** 
Social support 
     
Spousal/partner support 
    
1.47 (0.11)*** 
Children support 
    
0.41 (0.10)*** 
Family members support 
    
0.35 (0.08)*** 
Friends support 
    
0.45 (0.10)*** 





Table 4.6 Weighted OLS regression of negative affect  
Variable Model 1 Model 2 Model 3 Model 4 Model 5 
  b (SE) b (SE) b (SE) b (SE) b (SE) 
Caregiver status 
     
Ref: non-caregiver without need 
     
Spousal-caregiver 1.17 (0.54)* 1.29 (0.54)* 0.93 (0.49) 0.69 (0.47) 0.12 (0.46) 
Non-caregiver with need 1.36 (0.69) 1.49 (0.68)* 1.18 (0.68) 0.80 (0.62) 0.08 (0.57) 
Gender 
     
Ref: Male 
     
Female 
 
1.24 (0.27)*** 1.30 (0.27)*** 1.22 (0.26)*** 1.07 (0.27)*** 
Age 
     
Ref: 51-60 
     
61-70 
 
-0.91 (0.41)* -1.16 (0.51)* -1.13 (0.48)* -1.01 (0.42)* 
71-80 
 
-2.04 (0.43)*** -2.41 (0.65)*** -2.41 (0.60)*** -1.85 (0.54)*** 
>80 
 
-1.79 (0.60)** -2.12 (0.79)** -2.35 (0.76)** -1.50 (0.67)* 
Race/ethnicity 
     
Ref: White 
     
Black 
 
-0.60 (0.59) -1.04 (0.57) -1.16 (0.60) -1.42 (0.52)** 
Hispanic 
 
-0.76 (0.65) -1.57 (0.68)* -1.76 (0.65)** -1.15 (0.57)* 
Other 
 
-0.38 (1.40) -0.51 (1.33) -0.63 (1.30) -0.76 (1.09) 
Education 
     
Ref: Lower than high school 
     
High school 
  
-0.19 (0.59) 0.35 (0.59) 0.39 (0.57) 
Some college and above 
  
-0.13 (0.63) 0.71 (0.65) 0.63 (0.62) 
Health insurance 
     
Ref: Have no insurance 
     
Only have public insurance 
  
-1.59 (1.35) -2.24 (1.20) -1.78 (1.13) 
Only have private 
  
-1.85 (1.28) -1.77 (1.09) -1.21 (1.05) 
Have both public and private 
insurance   
-1.12 (1.25) -1.79 (1.13) -1.15 (1.11) 
Household wealth 
     
  Ref: Quintile 1 
     
  Quintile 2 
  
-1.73 (0.49)*** -1.40 (0.48)** -1.25 (0.47)*** 
  Quintile 3 
  
-1.39 (0.46)** -0.91 (0.45) -0.72 (0.42)+ 
  Quintile 4 
  
-1.43 (0.53)** -0.94 (0.50) -0.92 (0.49)+ 
  Quintile 5 
  
-1.33 (0.54)* -0.74 (0.52) -0.72 (0.47) 
Household income 
     
  Ref: Quartile 1 
     
  Quartile 2 
  
-0.14 (0.39) 0.01 (0.39) -0.05 (0.34) 
  Quartile 3 
  
-0.16 (0.56) 0.12 (0.53) 0.31 (0.46) 
  Quartile 4 
  
-0.69 (0.43) -0.19 (0.44) 0.20 (0.45) 
Self-perceived health 
     
Ref: Fair/poor 
     
Excellent/very good/good 
   
-3.26 (0.48)*** -2.73 (0.49)*** 
Chronic disease 
   
0.60 (0.12)*** 0.53 (0.13)*** 
Social support 
     
Spousal/partner support 
    
-0.88 (0.09)*** 
Children support 
    
-0.38 (0.07)*** 
Family members support 
    
-0.15 (0.05)** 
Friends support 
    
0.06 (0.08) 






4.4 Research question two: multivariable regression 
This section presents the results of the analysis of the relationship between older adults’ 
PSW, other factors, and older adults’ healthcare service use. Since healthcare services consist of 
two outcome variables—physician visits and preventive care services—this section will report 
the corresponding results separately. 
4.4.1 Physician visits  
Table 4.7 contains the outcomes regarding the number of physician visits among older 
adults with different characteristics in the factors. Model 1 (F(4, 53) = 2.31, p = 0.07) indicates 
that there were no significant relationships between domains of PSW and physician visits, and 
that insignificance stays the same through Model 4 (F(25, 32) = 7.92, p < 0.001), the fully 
adjusted model. More than that, results in the fully adjusted model reveal that another series of 
factors are related to physician visits. Regarding socio-demographic characteristics, females were 
found to visit physicians more often (b = 0.14, t = 2.08, p < 0.05). As regards to participants’ 
socio-economic resources, it was found that the participants with some college education and 
above (b = 0.22, t = 2.05, p < 0.05); and the quintile with the highest wealth (b = 0.22, t = 2.30, p 
< 0.05) had more visits to physicians than their reference group members. Furthermore, both of 
the two variables measuring health are related to physician visits. Those who evaluated 
themselves as healthier had fewer physician visits (b = -0.36, t = -3.79, p < 0.001), and those 




Table 4.7 Weighted negative binomial regression of physician visits (N = 2,435) 
Variable Model 1 Model 2 Model 3 Model 4 Model 5 
  b (SE) b (SE) b (SE) b (SE) b (SE) 
Psychological well-being 
    
 
Purpose of life -0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Life satisfaction -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Positive affect -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Negative affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Gender 
    
 
Ref: Male 




0.14 (0.07)* 0.14 (0.07)* 0.14 (0.07)* 0.14 (0.07)* 
Age 
    
 
Ref: 51-60 




0.24 (0.07)** 0.09 (0.09) 0.04 (0.10) 0.04 (0.10) 
71-80 
 
0.29 (0.08)*** 0.03 (0.11) -0.01 (0.12) -0.01 (0.12) 
>80 
 
0.42 (0.14)** 0.14 (0.15) 0.02 (0.15) 0.03 (0.15) 
Race/ethnicity 
    
 
Ref: White 




-0.06 (0.12) -0.10 (0.10) -0.13 (0.09) -0.13 (0.09) 
Hispanic 
 
-0.13 (0.15) -0.11 (0.14) -0.12 (0.12) -0.11 (0.12) 
Other 
 
-0.24 (0.16) -0.24 (0.15) -0.28 (0.15) -0.28 (0.15) 
Education 
    
 
Ref: Lower than high school 




-0.08 (0.13) 0.03 (0.12) 0.03 (0.12) 
Some college and above 
  
0.04 (0.12) 0.22 (0.11)* 0.21 (0.11)* 
Health insurance 
    
 
Ref: Have no insurance 
    
 
Only have public insurance 
  
0.57 (0.29) 0.35 (0.24) 0.33 (0.24) 
Only have private 
  
0.31 (0.25) 0.30 (0.21) 0.28 (0.21) 
Have both public and private insurance 
  
0.61 (0.28)* 0.40 (0.24) 0.39 (0.24) 
Household wealth 
    
 
  Ref: Quintile 1 
    
 
  Quintile 2 
  
0.08 (0.09) 0.13 (0.08) 0.13 (0.08) 
  Quintile 3 
  
-0.08 (0.09) 0.02 (0.08) 0.01 (0.08) 
  Quintile 4 
  
0.07 (0.11) 0.15 (0.10) 0.15 (0.10) 
  Quintile 5 
  
0.07 (0.10) 0.22 (0.10)* 0.22 (0.10)* 
Household income 
    
 
  Ref: Quartile 1 
    
 
  Quartile 2 
  
0.05 (0.09) 0.04 (0.08) 0.03 (0.09) 
  Quartile 3 
  
-0.07 (0.09) -0.05 (0.09) -0.06 (0.09) 
  Quartile 4 
  
0.01 (0.12) 0.05 (0.11) 0.04 (0.11) 
Self-perceived health 
    
 
Ref: Fair/poor 
    
 
Excellent/very good/good 
   
-0.36 (0.09)*** -0.36 (0.09)*** 
Chronic disease 
   
0.22 (0.02)*** 0.22 (0.02)*** 
Caregiver status 
    
 
Ref: non-caregiver without need 
    
 
Spousal-caregiver 
    
-0.11 (0.09) 
Non-caregiver with need 
    
-0.06 (0.16) 




4.4.2 Male older adults’ preventive care use  
For male participants, Table 4.8 contains the outcome from models predicting their 
preventive care services use in relation to PSW and other factors. In Model 1 (F(4, 53) = 6.31, p 
< 0.001), it is revealed that respondents who reported higher life satisfaction (b = 0.01, t = 2.70, 
p < 0.01) or negative affect (b = 0.01, t = 2.93, p < 0.01) were more likely to have used more 
types of services. In Model 4 (F(24, 33) = 4.70, p < 0.001), the fully adjusted model, the 
association’s significance was largely changed. Life satisfaction (b = 0.01, t = 1.94, p = 0.06) 
turned insignificantly associated with the outcome variable, while the significance of the 
association between negative affect and outcome variable remained (b = 0.01, t = 2.54, p < 0.05). 
In terms of other factors, results show that male participants of the oldest group used fewer types 
of services than those of the youngest group (b = -0.16, t = -2.44, p < 0.05). Male participants 
whose educational level was some college or above used more types of services than those with 
the lowest educational level (b = 0.12, t = 2.61, p < 0.05). Compared with male older adults with 
the lowest quintile of wealth, those who were in the wealthiest three quintiles used more types of 
services (b = 0.08, t = 2.05, p < 0.05; b = 0.11, t = 2.39, p < 0.05; b = 0.12, t = 2.55, p < 0.05). 
Male older adults who perceived themselves to be healthier (b = 0.09, t = 2.50, p < 0.05), or had 




Table 4.8 Weighted Poisson regression of preventive care use (male) (N = 1,187) 
Variable Model 1 Model 2 Model 3 Model 4 Model 5 
  b (SE) b (SE) b (SE) b (SE) b (SE) 
Psychological well-being 
    
 
Purpose of life 0.01 (0.01) 0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Life satisfaction 0.01 (0.01)** 0.01 (0.01)** 0.01 (0.01)* 0.01 (0.01) 0.01 (0.01) 
Positive affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Negative affect 0.01 (0.01)** 0.01 (0.01)** 0.01 (0.01)** 0.01 (0.01)* 0.01 (0.01)* 
Age 
    
 
Ref: 51-60 




0.09 (0.05) 0.03 (0.06) 0.01 (0.06) 0.01 (0.06) 
71-80 
 
0.13 (0.04)** 0.05 (0.06) 0.02 (0.06) 0.02 (0.06) 
>80 
 
-0.05 (0.05) -0.11 (0.06) -0.16 (0.07)* -0.16 (0.07)* 
Race/ethnicity 
    
 
Ref: White 




0.06 (0.06) 0.08 (0.05) 0.07 (0.05) 0.07 (0.05) 
Hispanic 
 
-0.14 (0.08) -0.02 (0.07) -0.02 (0.07) -0.02 (0.07) 
Other 
 
-0.01 (0.10) -0.03 (0.09) -0.04 (0.09) -0.04 (0.09) 
Education 
    
 
Ref: Lower than high school 




0.06 (0.05) 0.07 (0.05) 0.07 (0.05) 
Some college and above 
  
0.11 (0.04)* 0.12 (0.05)* 0.12 (0.05)* 
Health insurance 
    
 
Ref: Have no insurance 
    
 
Only have public insurance 
  
0.29 (0.13)* 0.22 (0.12) 0.22 (0.12) 
Only have private 
  
0.21 (0.12) 0.18 (0.12) 0.19 (0.11) 
Have both public and private insurance 
  
0.29 (0.13)* 0.22 (0.18) 0.23 (0.12) 
Household wealth 
    
 
  Ref: Quintile 1 
    
 
  Quintile 2 
  
0.07 (0.04) 0.05 (0.04) 0.06 (0.05) 
  Quintile 3 
  
0.07 (0.04) 0.08 (0.04)* 0.08 (0.04)* 
  Quintile 4 
  
0.11 (0.05)* 0.11 (0.05)* 0.11 (0.05)* 
  Quintile 5 
  
0.11 (0.05)* 0.12 (0.05)* 0.12 (0.04)* 
Household income 
    
 
  Ref: Quartile 1 
    
 
  Quartile 2 
  
0.03 (0.05) 0.03 (0.04) 0.03 (0.04) 
  Quartile 3 
  
0.03 (0.05) 0.04 (0.04) 0.04 (0.05) 
  Quartile 4 
  
0.07 (0.05) 0.09 (0.05) 0.09 (0.05) 
Self-perceived health 
    
 
Ref: Fair/poor 
    
 
Excellent/very good/good 
   
0.09 (0.03)* 0.09 (0.04)* 
Chronic disease 
   
0.07 (0.01)*** 0.07 (0.01)*** 
Caregiver status 
    
 
Ref: non-caregiver without need 
    
 
Spousal-caregiver 
    
0.06 (0.04) 
Non-caregiver with need 
    
-0.09 (0.06) 




4.4.3 Female older adults’ preventive care use 
Table 4.9 contains the outcomes from models predicting preventive care services used 
by female older adults in relation to PSW and other factors. It is shown in Model 1 (F(4, 53) = 
8.02, p < 0.001), that only the association with purpose of life was positively significant (b = 
0.01, t = 3.77, p < 0.001), while the other three components of PSW were not significantly 
associated with the outcome variable. From Model 2 (F(10, 47) = 4.03, p < 0.001) to Model 4 
(F(24, 33) = 3.00, p < 0.001), the association of purpose of life stays significant (b = 0.01, t = 
3.54, p < 0.001; b = 0.01, t = 3.10, p < 0.01). In terms of other factors, the results in Model 4 
show that compared to the youngest group of participants, the oldest group was likely to use 
fewer types of services (b = -0.25, t = -2.52, p < 0.05). Participants having only public health 
insurance (b = 0.47, t = 3.54, p < 0.001), having only private health insurance (b = 0.50, t = 3.48, 
p < 0.001), and having both public and private health insurances (b = 0.52, t = 3.60, p < 0.001) 
used more types of services than those with no health insurance. Participants of the quartile with 
second highest household income used more types of services than the quartile with the lowest 
household income (b = 0.09, t = 2.46, p < 0.05). Additionally, female older adults with more 










Table 4.9 Weighted Poisson regression of preventive care use (female) (N = 1,248) 
Variable Model 1 Model 2 Model 3 Model 4 Model 5 
  b (SE) b (SE) b (SE) b (SE) b (SE) 
Psychological well-being 
    
 
Purpose of life 0.01 (0.01)*** 0.01 (0.01)*** 0.01 (0.01)** 0.01 (0.01)** 0.01 (0.01)** 
Life satisfaction 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Positive affect 0.01 (0.01) 0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Negative affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Age 
    
 
Ref: 51-60 




-0.02 (0.04) -0.02 (0.04) -0.02 (0.04) -0.03 (0.04) 
71-80 
 
-0.01 (0.03) -0.01 (0.05) -0.01 (0.05) -0.02 (0.05) 
>80 
 
-0.25 (0.08)** -0.24 (0.10)* -0.25 (0.10)* -0.25 (0.10)* 
Race/ethnicity 
    
 
Ref: White 




0.02 (0.05) 0.07 (0.06) 0.07 (0.05) 0.07 (0.05) 
Hispanic 
 
-0.04 (0.06) 0.02 (0.06) 0.04 (0.06) 0.04 (0.06) 
Other 
 
-0.28 (0.14)* -0.22 (0.13) -0.23 (0.13) -0.23 (0.13) 
Education 
    
 
Ref: Lower than high school 




-0.02 (0.06) -0.02 (0.06) -0.02 (0.06) 
Some college and above 
  
-0.01 (0.06) -0.01 (0.06) -0.01 (0.06) 
Health insurance 
    
 
Ref: Have no insurance 
    
 
Only have public insurance 
  
0.51 (0.14)*** 0.47 (0.13)*** 0.48 (0.13)*** 
Only have private 
  
0.51 (0.14)*** 0.50 (0.14)*** 0.51 (0.14)*** 
Have both public and private insurance 
  
0.56 (0.15)*** 0.52 (0.15)*** 0.53 (0.15)*** 
Household wealth 
    
 
  Ref: Quintile 1 
    
 
  Quintile 2 
  
0.03 (0.05) 0.03 (0.05) 0.03 (0.05) 
  Quintile 3 
  
0.06 (0.05) 0.07 (0.05) 0.07 (0.05) 
  Quintile 4 
  
0.05 (0.05) 0.06 (0.05) 0.06 (0.05) 
  Quintile 5 
  
0.02 (0.05) 0.03 (0.05) 0.03 (0.05) 
Household income 
    
 
  Ref: Quartile 1 
    
 
  Quartile 2 
  
0.01 (0.03) 0.01 (0.03) 0.01 (0.03) 
  Quartile 3 
  
0.09 (0.04)* 0.09 (0.04)* 0.09 (0.04)* 
  Quartile 4 
  
0.07 (0.05) 0.08 (0.05) 0.08 (0.05) 
Self-perceived health 
    
 
Ref: Fair/poor 
    
 
Excellent/very good/good 
   
0.06 (0.04) 0.06 (0.04) 
Chronic disease 
   
0.04 (0.01)*** 0.04 (0.01)*** 
Caregiver status 
    
 
Ref: non-caregiver without need 
    
 
Spousal-caregiver 
    
0.04 (0.04) 
Non-caregiver with need 
    
-0.04 (0.05) 





4.5 Research question three: multivariable regression 
The third research question examined whether the association between healthcare 
service use and PSW varies by older adults’ caregiver status. Model 5 in Table 4.7, Table 4.8, 
and Table 4.9 tested the main effect of spousal caregiver status. Results show that there was no 
significant relationship between caregiver status and healthcare service use. In Table 4.7, the 
insignificance of the relationship between PSW and physician visits remained in Model 5. Table 
4.8 shows that the association between male older adults’ negative affect and their preventive 
care use remained significant in Model 5 (b = 0.01, t = 2.50, p < 0.05). Table 4.9 shows that the 
association between female older adults’ purpose of life and their preventive care use remained 
significant in Model 5 (b = 0.01, t = 3.11, p < 0.01). 
Table 4.10, Table 4.11, and Table 4.12 display the results of the examination of the 
interaction effect between PSW and spousal caregiver status. For physician visits, the results of 
the fully adjusted model (Model 4) show that compared to non-caregivers without need, 
non-caregivers with need visited physicians for fewer times (b = -2.07, p < 0.05). For moderators, 
only “non-caregiver with spouse/partner of need * purpose of life” was positively associated 
with the outcome variable (b = 0.05, p < 0.05). For male participants’ use of preventive care, 
results of Model 4 show that the main effect of spousal caregiver status was insignificant, while 
life satisfaction (b = 0.01, p < 0.05) and negative affect (b = 0.01, p < 0.05) were positively 
associated with the outcome variable. Moreover, none of the moderators had a significant 
association with the outcome variable. For female participants’ use of preventive care, Model 4 
show that the main effect of spousal caregiver status was insignificant, while purpose of life (b = 
0.01, p < 0.001) and negative affect (b = 0.01, p < 0.05) were positively associated with the 
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outcome variable. Moreover, only one moderator “non-caregiver with spouse/partner of need * 

























Table 4.10 The interaction model of physician visits (N = 2,435) 
Variable Model 1 Model 2 Model 3 Model 4 
  b (SE) b (SE) b (SE) b (SE) 
Caregiver status 
    
Ref: non-caregiver without need 
    
Spousal-caregiver -0.32 (0.73) -0.50 (0.79) -0.23 (0.82) -1.03 (0.72) 
Non-caregiver with need -2.08 (0.83) -2.18 (0.78)** -2.29 (0.74)** -2.07 (0.86)* 
Psychological well-being 
    
Purpose of life -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Life satisfaction -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Positive affect -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 0.01 (0.01) 
Negative affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Moderators (Caregiver status * Psychological well-being) 
    
Spousal-caregiver * Purpose of life -0.01 (0.02) -0.01 (0.02) -0.01 (0.02) 0.01 (0.01) 
Non-caregiver with spouse/partner of need * Purpose of life 0.04 (0.02) 0.04 (0.02) 0.04 (0.02) 0.05 (0.02)* 
Spousal-caregiver * Life satisfaction -0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Non-caregiver with spouse/partner of need * Life satisfaction -0.01 (0.02) -0.01 (0.02) -0.01 (0.02) -0.01 (0.02) 
Spousal-caregiver * Positive affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Non-caregiver with spouse/partner of need * Positive affect 0.02 (0.01) 0.02 (0.01) 0.02 (0.01) 0.02 (0.01) 
Spousal-caregiver * Negative affect -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Non-caregiver with spouse/partner of need * Negative affect -0.01 (0.01) 0.01 (0.01) 0.01 (0.01) -0.01 (0.01) 
Gender 
    
Ref: Male 
    
Female 
 
0.13 (0.07) 0.13 (0.07) 0.13 (0.06)* 
Age 
    
Ref: 51-60 
    
61-70 
 
0.23 (0.07)** 0.08 (0.09) 0.03 (0.10) 
71-80 
 
0.30 (0.08)*** 0.04 (0.11) 0.01 (0.12) 
>80 
 
0.47 (0.15)** 0.20 (0.15) 0.08 (0.15) 
Race/ethnicity 
    
Ref: White 
    
Black 
 
-0.04 (0.12) -0.09 (0.10) -0.11 (0.09) 
Hispanic 
 
-0.11 (0.15) -0.10 (0.13) -0.11 (0.12) 
Other 
 
-0.23 (0.15) -0.22 (0.14) -0.26 (0.15) 
Education 
    
Ref: Lower than high school 
    
High school 
  
-0.10 (0.13) 0.02 (0.11) 
Some college and above 
  
0.01 (0.12) 0.19 (0.10) 
Health insurance 
    
Ref: Have no insurance 
    
Only have public insurance 
  
0.57 (0.28)* 0.34 (0.25) 
Only have private 
  
0.31 (0.25) 0.30 (0.22) 
Have both public and private insurance 
  
0.61 (0.27)* 0.40 (0.24) 
Household wealth 
    
  Ref: Quintile 1 
    
  Quintile 2 
  
0.07 (0.09) 0.12 (0.08) 
  Quintile 3 
  
-0.08 (0.09) 0.01 (0.08) 
  Quintile 4 
  
0.04 (0.10) 0.12 (0.09) 
  Quintile 5 
  
0.06 (0.10) 0.22 (0.09)* 
Household income 
    
  Ref: Quartile 1 
    
  Quartile 2 
  
0.04 (0.09) 0.02 (0.09) 
  Quartile 3 
  
-0.09 (0.09) -0.08 (0.09) 
  Quartile 4 
  
0.02 (0.12) 0.06 (0.11) 
Self-perceived health 
    
Ref: Fair/poor 
    
Excellent/very good/good 
   
-0.38 (0.09)*** 
Chronic disease 





Table 4.11 The interaction model of preventive care use (male) (N = 1,187) 
Variable Model 1 Model 2 Model 3 Model 4 
  b (SE) b (SE) b (SE) b (SE) 
Caregiver status 
    
Ref: non-caregiver without need 
    
Spousal-caregiver -0.41 (0.31) -0.30 (0.33) -0.23 (0.35) -0.23 (0.37) 
Non-caregiver with need -0.14 (0.41) -0.06 (0.41) -0.05 (0.39) -0.15 (0.41) 
Psychological well-being 
    
Purpose of life 0.01 (0.01) 0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Life satisfaction 0.01 (0.01)** 0.01 (0.01)** 0.01 (0.01)* 0.01 (0.01)* 
Positive affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Negative affect 0.01 (0.01)* 0.01 (0.01)** 0.01 (0.01)* 0.01 (0.01)* 
Moderators (Caregiver status * Psychological well-being) 
    
Spousal-caregiver * Purpose of life 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Non-caregiver with spouse/partner of need * Purpose of life 0.01 (0.01) 0.10 (0.01) 0.01 (0.01) 0.01 (0.01) 
Spousal-caregiver * Life satisfaction -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Non-caregiver with spouse/partner of need * Life satisfaction -0.01 (0.01) -0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Spousal-caregiver * Positive affect 0.01 (0.01) -0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Non-caregiver with spouse/partner of need * Positive affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Spousal-caregiver * Negative affect 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Non-caregiver with spouse/partner of need * Negative affect -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Age 
    
Ref: 51-60 
    
61-70 
 
0.09 (0.05) 0.04 (0.06) 0.01 (0.06) 
71-80 
 
0.12 (0.04)** 0.05 (0.06) 0.01 (0.06) 
>80 
 
-0.05 (0.05) -0.11 (0.07) -0.16 (0.07)* 
Race/ethnicity 
    
Ref: White 
    
Black 
 
0.05 (0.05) 0.08 (0.05) 0.07 (0.05) 
Hispanic 
 
-0.14 (0.08) -0.02 (0.07) -0.02 (0.07) 
Other 
 
-0.01 (0.10) -0.03 (0.09) -0.03 (0.09) 
Education 
    
Ref: Lower than high school 
    
High school 
  
0.05 (0.05) 0.06 (0.04) 
Some college and above 
  
0.10 (0.04)* 0.10 (0.04)* 
Health insurance 
    
Ref: Have no insurance 
    
Only have public insurance 
  
0.30 (0.13)* 0.23 (0.12) 
Only have private 
  
0.22 (0.12) 0.19 (0.12) 
Have both public and private insurance 
  
0.30 (0.13)* 0.24 (0.12)* 
Household wealth 
    
  Ref: Quintile 1 
    
  Quintile 2 
  
0.07 (0.05) 0.06 (0.04) 
  Quintile 3 
  
0.07 (0.04)* 0.08 (0.04)* 
  Quintile 4 
  
0.11 (0.05)* 0.11 (0.05)* 
  Quintile 5 
  
0.11 (0.05)* 0.12 (0.05)* 
Household income 
    
  Ref: Quartile 1 
    
  Quartile 2 
  
0.03 (0.04) 0.03 (0.04) 
  Quartile 3 
  
0.04 (0.04) 0.04 (0.04) 
  Quartile 4 
  
0.08 (0.05) 0.09 (0.05)* 
Self-perceived health 
    
Ref: Fair/poor 
    
Excellent/very good/good 
   
0.09 (0.04)* 
Chronic disease 








Table 4.12 The interaction model of preventive care use (female) (N = 1,248) 
Variable Model 1 Model 2 Model 3 Model 4 
  b (SE) b (SE) b (SE) b (SE) 
Caregiver status 
    
Ref: non-caregiver without need 
    
Spousal-caregiver 0.63 (0.46) 0.58 (0.46) 0.54 (0.42) 0.54 (0.44) 
Non-caregiver with need 0.48 (0.58) 0.65 (0.62) 0.62 (0.61) 0.67 (0.62) 
Psychological well-being 
    
Purpose of life 0.01 (0.01)* 
0.01 
(0.01)*** 
0.01 (0.01)** 0.01 (0.01)*** 
Life satisfaction 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Positive affect 0.01 (0.01) 0.01 (0.01) -0.01 (0.01) 0.01 (0.01) 
Negative affect 0.01 (0.01)** 0.01 (0.01)* 0.01 (0.01)* 0.01 (0.01)* 
Moderators (Caregiver status * Psychological well-being) 
    
Spousal-caregiver * Purpose of life -0.02 (0.01)* -0.01 (0.01)* -0.01 (0.01) -0.01 (0.01) 
Non-caregiver with spouse/partner of need * Purpose of life 0.01 (0.01) 0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Spousal-caregiver * Life satisfaction 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 0.01 (0.01) 
Non-caregiver with spouse/partner of need * Life satisfaction -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Spousal-caregiver * Positive affect -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Non-caregiver with spouse/partner of need * Positive affect -0.01 (0.01) -0.01 (0.01) 0.01 (0.01) 0.01 (0.010 
Spousal-caregiver * Negative affect -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) -0.01 (0.01) 
Non-caregiver with spouse/partner of need * Negative affect -0.02 (0.01)* -0.02 (0.01)* -0.02 (0.01)* -0.02 (0.01)* 
Age 
    
Ref: 51-60 
    
61-70 
 
-0.02 (0.04) -0.03 (0.04) -0.03 (0.04) 
71-80 
 
-0.01 (0.03) -0.02 (0.05) -0.04 (0.05) 
>80 
 
-0.24 (0.09)** -0.24 (0.10)* -0.25 (0.10)* 
Race/ethnicity 
    
Ref: White 
    
Black 
 
0.03 (0.05) 0.07 (0.05) 0.07 (0.05) 
Hispanic 
 
-0.06 (0.06) 0.01 (0.05) 0.02 (0.05) 
Other 
 
-0.28 (0.13)* -0.22 (0.12) -0.23 (0.13) 
Education 
    
Ref: Lower than high school 
    
High school 
  
-0.01 (0.06) -0.01 (0.06) 
Some college and above 
  
0.01 (0.06) 0.01 (0.06) 
Health insurance 
    
Ref: Have no insurance 
    
Only have public insurance 
  
0.52 (0.14)*** 0.48 (0.13)*** 
Only have private 
  
0.52 (0.14)*** 0.50 (0.14)*** 
Have both public and private insurance 
  
0.57 (0.14)*** 0.53 (0.14)*** 
Household wealth 
    
  Ref: Quintile 1 
    
  Quintile 2 
  
0.02 (0.05) 0.02 (0.05) 
  Quintile 3 
  
0.05 (0.05) 0.06 (0.05) 
  Quintile 4 
  
0.05 (0.05) 0.06 (0.05) 
  Quintile 5 
  
0.01 (0.05) 0.02 (0.05) 
Household income 
    
  Ref: Quartile 1 
    
  Quartile 2 
  
0.01 (0.03) 0.01 (0.03) 
  Quartile 3 
  
0.08 (0.04)* 0.08 (0.04)* 
  Quartile 4 
  
0.07 (0.05) 0.07 (0.05) 
Self-perceived health 
    
Ref: Fair/poor 
    
Excellent/very good/good 
   
0.06 (0.03) 
Chronic disease 





 CHAPTER 5: DISCUSSION 
5.1 Evaluation of findings 
This study sought to examine both the association between spousal caregiver status and 
PSW, and the association between PSW, spousal caregiver status, and healthcare service use 
among older adults. Overall, this study found that the association between spousal caregiving 
and PSW could be attenuated by socio-demographic characteristics, socio-economic resources, 
health status, and environmental factors. Meaning that, after controlling for known covariates, 
there was not a statistically significant association between spousal caregiving and PSW. One 
surprising finding is that positive affect was not significantly related to participants’ healthcare 
service use. Moreover, negative affect was positively associated with the males’ preventive care 
use, and purpose of life was positively associated with the females’ preventive care use. Spousal 
caregivers did not use more or less healthcare services compared to non-caregivers without need. 
Noticeably, after adjusting for the covariates and adding moderators, it was found that compared 
to non-caregivers without need, the physician visit of the non-caregivers with need was more 
responsive to purpose of life, and the preventive care use of the female non-caregivers with need 
was less responsive to negative affect. This study not only contributes knowledge to the existing 
model and theory, it also sheds light on policies and practices enhancing older adults’ healthcare 
service use. The discussion chapter will present how the results fall within existing knowledge.  
5.1.1 Characteristics of the overall sample 
In the whole study sample, there were slightly more male participants than female 
participants. Around three quarters of them were 51 to 70 years old; only 5.09% were older than 
80. An overwhelming majority were White (85.80%). Regarding socio-economic resources, 
nearly two thirds of the whole sample (61.47%) had received more than a high school education. 
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Less than 3% had no health insurance. For health status, an overwhelming majority of the 
participants (82.88%) evaluated themselves to be in good health. Participants had fewer than two 
chronic diseases on average. 
5.1.2 Bivariate results: caregiver status and other factors 
In nearly all aspects of the socio-demographic characteristics, there existed differences 
between the three groups (spousal caregivers, non-caregivers with need, non-caregivers without 
need). The demographic-related findings are consistent with the findings of a report based on 
another national survey which conducted data collection in 2014 (Hunt & Reinhard, 2015). The 
proportion of females in the caregiver group was nearly 10% higher than that in the other two 
groups, which is consistent with other studies reporting that women are more likely to be 
socialized to take the responsibility to care for the well-being of families (Bould, 1997; 
Greenberg, Seltzer, & Eva, 2006). In terms of age, the reference group had a younger age 
structure than the other two groups, since only fewer than one fourth of its members were older 
than 71, while in each of the other two groups, around one third of the members were older than 
71. In other words, the older senior adults were more likely to have a spouse/partner in need of 
care. 
Findings indicate that with regards to socio-economic resources, spousal caregivers had 
an SES similar to that of non-caregivers with need, while both of those groups had a lower SES 
than the reference group (non-caregivers without need). Among spousal caregivers, a smaller 
proportion had a college education and a greater proportion of spousal caregivers were not 
covered by any health insurance. Moreover, compared with the reference group, a higher 
proportion of spousal caregivers fell into the first quintile of household wealth and the first 
quartile of household income, while the proportion of those owning most household wealth and 
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most household income occupied a lower proportion. This situation is in accords with the 
conclusions of previous studies that spousal caregivers were more likely to suffer negative 
financial impact from informal caregiving. Their wealth could be reduced due to the cost of 
caregiving, and they might even fall into poverty (Butrica & Karamcheva, 2014). 
Both spousal caregivers and non-caregivers with need reported worse health status than 
the reference group. They had poorer self-perceived health and more chronic diseases, which is 
consistent with several previous studies’ findings indicating that caregiving burden could be 
negatively related to caregivers’ physical health (Butrica & Karamcheva, 2014; Pinquart & 
Sörensen, 2007). That contrast also implies the need of healthcare among spousal caregivers. 
Furthermore, compared with the reference group, spousal caregivers received less 
emotional support from spouses/partners, indicating that older adults providing care to a 
spouse/partner did not receive greater emotional support from the care recipient. That finding is 
contrary to research which regarded spousal emotional support as a reward to caregivers 
(Raschick & Ingersoll‐Dayton, 2004), while other research suggested this possibility by 
identifying factors that might influence the spousal relationship between caregiver and care 
recipient, such as depressive symptoms and health status of both sides (Monin, Levy, Doyle, 
Schulz, & Kershaw, 2017). Moreover, compared with the reference group, non-caregivers with 
need also received less support from spouse/partner and children.  
In terms of PSW, it is noticeable that spousal caregivers had a lower PSW level than the 
reference group in all four components of PSW. This result is not surprising, since the present 
study has revealed the relatively poor situation of spousal caregivers in terms of physical health 
and financial matters. In other words, providing spousal care was mainly a negative life event, 
and was associated with a vulnerable situation.  
75 
 
It is also noticeable that for non-caregivers with need, PSW was not better than that of 
caregivers, and was worse than the reference group’s. This finding is consistent with the results 
from a meta-analysis: older adults co-residing with spouses/partners in need of care felt no less 
respite even if they were not involved in caregiving (Pinquart & Sörensen, 2011). In this study, 
non-caregivers with need and spousal caregivers were similar in most of the factors related to 
PSW. This study also expanded the literature in its finding that non-caregiver with need status 
could also be associated with a less ideal status of PSW. 
5.1.3 Research question one: bivariate results 
In the overall study sample, PSW varied by each factor of the major three components 
of BM. Participants of different socio-demographic groups were different in PSW. Women held 
a similar PSW status than men, except their negative affect was higher than the males’. That 
supports previous findings of a meta-analysis on older adults’ PSW (Pinquart & Sörensen, 2001). 
Compared with the youngest group, the oldest group had a lower score in purpose of life, 
positive affect, and negative affect, consistent with findings from prior studies (Biddle, 2013; 
Lum, 2013). 
Older adults with lower educational level presented lower levels of purpose of life, life 
satisfaction, and positive affect. Past research also had found that older adults with an education 
level lower than high school were more likely to suffer from mental issues lowering their 
well-being (Adelmann, 1994; Covinsky et al., 2003). Compared to those having no health 
insurance, participants from the three groups having health insurance displayed a better PSW 
status in all components, which accords with prior research that found that adequate health 
insurance related to healthier behaviors (Callaghan, 2005), since healthier behavior can enhance 
health and lead to higher PSW. The results for household income and household wealth indicate 
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that older adults with the lowest level of income or wealth had the worst PSW of all components, 
compared to groups with higher levels of income or wealth. That result agrees with one study 
that stated “Money buys happiness” (Cummins, 2000), but it is not consistent with the statement 
that “income buys life satisfaction but not happiness,” as found in a previous research study 
(Kahneman & Deaton, 2010).  
With regards to health status, it is not surprising that those who perceived themselves to 
be in good health, or those with fewer chronic diseases, had better PSW status. The results 
support the conclusion of older research that a higher PSW level could protect older adults 
against chronic disease (Ostir, Markides, Peek, & Goodwin, 2001), and that older adults 
struggling with health problems were more likely to suffer from mental issues (Wells, 2015). 
Furthermore, another significant finding is that all four components of social support 
were positively correlated to purpose of life, life satisfaction, and positive affect. All of these 
attributes except friends support were negatively associated with negative affect. As Tornstam 
demonstrated, as people age, they exhibit less “ego,” and they become more selective in 
relationships and appreciate close relationships more (Tornstam & Törnqvist, 2000). 
5.1.4 Research question one: multivariate results 
The results of the examination of the relationship between PSW and caregiver status are 
discussed in this section. Stepwise multivariable linear regression was conducted to test the 
second hypothesis of the first research question. The primary finding is that after controlling for 
all covariates, the association between four elements of PSW and caregiver status was 
insignificant. Thus, the results did not support the second hypothesis of research question one. 
Nevertheless, the results of Table 4.1 and Table 4.2 show that in nearly all of the factors that are 
related to PSW, both spousal caregivers and non-caregivers with need had worse status than the 
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reference group. That result implies that caregivers’ lower PSW can be well explained by their 
vulnerable situation in factors of socio-demographic characteristics, socio-economic resources, 
health status, and environmental factors, which are related to PSW. The result fits the statement 
about older adults’ emotional well-being, which is believed to rest on older adults’ “economic, 
interpersonal, and physical well-being” (Mirowsky & Ross, 1999). Based on these results, this 
study gives a potential insight into future practices aiming to improve caregivers’ PSW. 
There are several variables which are correlated with all four domains of PSW in the 
fully adjusted models: age, race/ethnicity, household wealth, self-perceived health, and number 
of chronic diseases. Moreover, spousal/partner support, children support, and family support are 
also correlated. That is consistent with findings of previous research that contact with family 
member gave caregivers an opportunity to share their concerns and unload their emotions, which 
is helpful to the caregivers’ psychological state (Daley et al., 2019). 
A noticeable findings is that, regarding age, some previous studies have suggested that, 
compared with younger individuals, older adults generally experienced more positive emotions 
and had less physiological arousal after experiencing negative events than their younger 
counterparts (Mroczek & Kolarz, 1998; Tsai, Levenson, & Carstensen, 2000). It was believed 
that pursuing goals helpful for maintaining an positive emotional state was a priority for people 
who had an obviously limited time alive (Carstensen et al., 1999; Riediger et al., 2009). Older 
adults tended to avoid negative emotional content by choosing positive information to keep in 
their memories (Fernandes, Ross, Wiegand, & Schryer, 2008; Isaacowitz, Toner, Goren, & 
Wilson, 2008). This study partially supports that finding, since it also found the youngest group 
to have more negative affect than the other three groups, and that group’s life satisfaction was 
lower than that of the group aged 71 to 80. But this study also found the oldest group had a 
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significantly lower level of positive affect compared to the youngest group. This indicates that 
adults in the oldest group were not “happier” or “sadder,” which goes against the previously 
established general trend of “the older the happier” (Gross, 1998; Phillips, Henry, Hosie, & 
Milne, 2008).  
5.1.5 Research question two: multivariate results 
Life satisfaction was not positively associated with participants’ physician visits or their 
preventive care use in the fully adjusted models. This result contradicts the hypotheses of 
research question two and previous studies (Kim, Park, Sun, Smith, & Peterson, 2014). A higher 
level of positive affect was not associated with more physician visits or more preventive care use, 
either. This finding is contrary to expectation and also seems contrary to the presumption of the 
broaden-and-build theory, which emphasized the significance of positive affect (Fredrickson, 
2001). An explanation for this result is that the effect of positive affect can be long term, since it 
might take years for people to build up a healthier lifestyle or accumulate health resources. Thus, 
a present higher level of positive affect might be more strongly associated with people’s further 
future utilization, than people’s nearer future utilization.  
Noticeably, the significant positive association between negative affect and male 
participants’ preventive care use remained in regression analysis. This result seems to contradict 
broaden-and-build theory, because according to the theory, negative affect can narrow people’s 
repertoires of thought and action in responding to sickness. There are two explanations for this 
contradiction. First, for people with health issues, visiting physicians may be a strategy which is 
not usually replaced by complementary and alternative medicine. Second, a higher level of 
negative affect could lead people to be more self-focused (Mor & Winquist, 2002), and that can 
bring immediate benefits in threatening situations (Fredrickson, 2001). In the context of this 
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study, using more preventive care services could be a beneficial consequence of negative affect, 
since people with more negative affect might be more prone to protect their health.  
The results concerning positive affect and negative affect can enrich the understanding 
of older adults’ healthcare service use. Although positive affect can be related to individuals’ 
future utilization, negative affect can be more strongly related to individuals’ present utilization 
or the utilization in nearer future than positive affect. Results also indicate that negative affect 
could be a protective factor to older adults’ utilization of physicians’ service and preventive care. 
Therefore, in order to enhance male older adults’ healthcare service use, it is necessary to 
consider the positive effects of both positive affect and negative affect. 
The only domain of PSW that was correlated to female older adults’ preventive care 
service use was purpose of life. Except for providing a sense of meaning, purpose of life can 
direct people’s management of their behaviors (McKnight & Kashdan, 2009). The results 
suggested that compared with male older adults, female older adults were less likely to be 
influenced by hedonic well-being in their utilization of preventive care services. Instead, it is the 
higher level of eudemonic well-being that can let them be more proactive in getting access to the 
services. 
Additionally, after all covariates were adjusted for, the gender difference in the number 
of physician visits still existed. Female older adults visited physician more often. That result 
contradicts the finding of one previous study which used HRS’ wave 2002 and 2004 data 
(Cameron, Song, Manheim, & Dunlop, 2010). In that study, although women had less income 
and wealth than men, no difference was found between men’s and women’s frequency of 
physician visits.  
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The results show a difference in the patterns of the factors for preventive care use 
between the males and the females. The difference mainly lies in socio-economic resources. For 
the male participants, educational level and household wealth were related to their utilization. In 
the case of female participants, health insurance and household income played a more important 
role. 
5.1.6 Research question three: multivariate results 
Results of the present study contradict the first hypothesis of research question three. 
Spousal caregivers did not have fewer physician visits or used fewer types of preventive care 
than non-caregivers without need, after controlling for all covariates and PSW. These results also 
contradict previous studies which reported a lower rate of utilization of healthcare services by 
informal caregivers and studies that emphasized the effect of caregiving-related barriers on 
healthcare services use (Adelman et al., 2014; Hunt & Reinhard, 2015; Mosher et al., 2015; 
Schulz & Beach, 1999; Vitaliano et al., 2003). 
Prior literature has suggested a couple of possible explanations for these results. First, 
although some caregivers could delay or forgo healthcare service due to caregiving, they may 
have been more engaged with healthcare before taking the role of caregivers and had better 
health status (Shaffer & Nightingale, 2019), which made them more able to take on caregiver 
responsibilities (Fredman, Doros, Ensrud, Hochberg, & Cauley, 2009). Even if their present 
health status has deteriorated, their involvement in healthcare services did not change much. 
Second, caregivers were found to be more proactive in their preventive behaviors, such as 
attending health education workshops (Shi, McCallion, & Ferretti, 2017). This could be due to 
caregivers’ need to both care for their own health and maintain their ability to fulfill their 
responsibilities as caregivers. 
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It is noticeable that non-caregivers with need did not visit physicians for more times, 
and they did not use more types of preventive care when compared to non-caregivers without 
need. This result indicates that although non-caregivers with need had a more vulnerable 
situation than the reference group, they had a worse pattern of utilization of healthcare services 
than non-caregivers without need. Since few prior studies focused on this population or revealed 
this fact, it warrants further research to explore the dynamics of such a group’s healthcare service 
utilization. 
The moderating effect of spousal caregiver status was significant in older adults’ 
physician visits and female participants’ preventive care use. However, the utilization of 
healthcare services of spousal caregivers and the reference group did not respond to PSW 
differently. This result contradicts the second hypothesis of research question three. The results 
of the testing of the first hypothesis can help to explain this. Since caregiving-related barriers did 
not come with a larger likelihood of using fewer healthcare services, the effect of PSW would 
not differ between caregivers and non-caregivers without need. Interestingly, with the same level 
of purpose of life, non-caregivers with need were likely to have more physician visits. With the 
same level of negative affect, the female non-caregivers with need were likely to use fewer types 
of preventive care services. Further research is warranted to explore the potential special role that 
PSW plays in non-caregivers with need’s health behaviors. 
5.2 Limitations 
There are several limitations to this study that should be acknowledged. First, although 
HRS itself is a panel study, the present study used only the two most recent waves of data. It is 
partially because of the skip pattern of the Questionnaire on Your Everyday Life and Well-Being, 
which contains the scales used to assess PSW. Each participant’s PSW was assessed every other 
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wave, so there are four years between each assessment. Moreover, not many spousal caregivers 
provided care throughout the four years. Therefore, in order to get a large enough sample size, 
this study used data from only two waves. As a result, this study was not able to test the 
long-term effect of caregiver status on PSW, or the long-term effect of PSW on healthcare 
service use. Thus, the findings of this study are not a perfect fit for expanding the 
broaden-and-build theory, since the broaden-and-build theory regards psychological factors like 
positive affect as predictors of health behaviors. 
Except for identifying present caregiver status, this study did not use more 
caregiving-related information that could have allowed a further look into the details and features 
of spousal care. First, the intensity of spousal caregiving could be further investigated, which can 
be assessed by the number of hours spent on caregiving per week. Intensity is important because 
more hours of caregiving indicates a lower engagement in social activities, and that could lead to 
a lack of personal resources, and ultimately a lower PSW (Liu & Lou, 2016; Morrow-Howell et 
al., 2014). Second, the duration of caregiving could be further investigated, which can be 
assessed by the number of years care was continuously provided. Duration can be an important 
indicator, since the early period of caregiving was a time when caregivers had a higher risk of 
encountering emotional problems (Rafnsson et al., 2017; Wells, 2015), because this was when 
caregivers first encountered the workload and tasks involved in caring, as well as the uncertainty 
of caregiving (Poulshock & Deimling, 1984; Steinmetz, 1988; Zarit, Stephens, Townsend, & 
Greene, 1998). Third, the dependence or health issues of care recipients also can have an impact 
on caregivers’ well-being. For example, Pinquart and Sörensen (Pinquart & Sörensen, 2003) 
conducted a meta-analysis, which included 84 articles published in English, French, and Russian, 
aimed to compare PSW and physical health between caregivers and non-caregivers. They found 
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that caregivers of patients with dementia had worse PSW than caregivers of patients without 
dementia (Pinquart & Sörensen, 2003). That finding suggested the significance of care 
recipients’ health status on caregivers’ well-being. In summary, if including those factors would 
distinguish subsets of caregivers, this study could have interpreted the relationship between PSW 
and caregiver status more clearly. 
The interpretation of the results of research question three was also limited by the lack 
of caregiving information. Questions that investigated physician visits and preventive care 
assessed the participants’ utilization over the past two years. Since there was no question asking 
how long the respondents had held the role of caregiver, the impact of spousal caregiving on 
health service utilization could have been estimated inaccurately. Some of the caregivers did not 
bear the role for a long time. In that case, caregiving might not affect their utilization of services 
over the past two years as much as it did that of participants who had been providing care for a 
much longer period. Thus, the main effects of caregiver status could be different between new 
caregivers and experienced caregivers. Moreover, the new caregivers’ emotional state could be 
more likely to experience fluctuations, due to their adaptation to the caregiver role. The marginal 
effect of PSW on their illness behaviors could be greater than on that of experienced caregivers. 
In that case, the moderator between PSW and caregiver status should have been found by 
sub-setting caregivers by caregiving-related factors.   
Finally, since the models for analysis included the individual level determinants as 
covariates, another limitation of this study is that the contextual level determinants of healthcare 
service use were not captured. The absence of community level or state level factors prohibited a 
more complete description of the environment in which participants were located. The contextual 
factors (e.g., distribution of healthcare resources around the region of residence, communication 
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between residents) could make a difference in participants’ illness behaviors, including their 
healthcare service use. Additionally, there are more individual level factors that have been found 
associated with healthcare service use, but not all of them were applicable. Rather, this study 
included only the individual level factors which were most widely acknowledged and used 
(Babitsch et al., 2012). Even so, the significance of the factors not included (e.g., health literacy, 
health beliefs) cannot be ignored (Fernandez, Larson, & Zikmund-Fisher, 2016; W. P. Hammond, 
D. Matthews, & G. Corbie-Smith, 2010).  
5.3 Implications for policies  
Among the population of baby boomers, who were born between 1946 and 1964, many 
of them have stepped into their third age (between 65 and 80+ years), the empowerment of older 
adults has been advocated. Along with it, senior-directed policy has been encouraged, and it is 
expected to be achieved through movements, such as the reengagement into productive services 
like home care, and the development of more supportive homes, rather than putting older adults 
into nursing institutions (Haber, 2009; R. A. Kane, 2009). That policy tendency accords with the 
idea of active aging. To achieve the suggested policy, it is important to maintain the health of 
family caregivers, since family caregivers can be the providers of home care for older adults, and 
healthy older caregivers can reduce nursing home admissions for both older care recipients and 
themselves (Brodaty & Donkin, 2009; Spillman & Long, 2009). However, there is tension 
between policy prospects and the present situation. As described in earlier sections of this study, 
taking on a caregiving burden exposes spousal caregivers to the risks of physical and 
psychological problems, and caregivers tend to not be engaged in using healthcare services. 
Findings from this study have provided evidence in support of this behavior: although spousal 
caregivers had worse health status than non-caregivers without need, they did not have more 
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times visiting physicians. Since HRS is a national representative dataset, the generalizability of 
the findings is high. If the finding is true in the population of older spousal caregivers, it will be a 
great challenge in achieving the policy goal of productive engagement of older adults 
(Morrow-Howell et al., 2014; Pickard, Wittenberg, Comas-Herrera, Davies, & Darton, 2000). 
This study provides suggestions for policies that will help to relieve the PSW problem of older 
spousal caregivers, as a path to address the issue of spousal caregivers’ healthcare service 
utilization. 
Providing financial support to informal caregivers—including direct payments to 
caregivers, tax credits for caregiving expenditures, and time off caregiving (Silverstein & Parrott, 
2001)—was highlighted by several policies, and would be helpful to older adults with financial 
concerns. As this study showed, the association between an individual’s financial situation and 
preventive care use was strong for both male and female older adults. Nevertheless, there are a 
couple of facts which are major obstacles to the development and advancement of effective 
programs to meet the financial demands of older spousal caregivers that would promote their 
healthcare service use. First, a majority of resources have been spent on developing scientific 
techniques like neuroscience, while many fewer resources and opportunities have been given in 
advancement of sustainable interventions to overcome barriers to service (Lewis-Fernández et al., 
2016). For example, this study revealed that the potential disparities between race/ethnicity could 
be a barrier for minorities to get access to services. Second, few government agencies want to 
take responsibility for the high cost of care, while the overly ambitious target caused a waste of 
financial and human resources (Eden, Maslow, Le, & Blazer; Patel et al., 2013). Moreover, a 
change in policies to reduce the disparities in health and mortality by race and socio-economic 
factors is not likely to take place in the near future (National Academies of Sciences, Medicine, 
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& Population, 2018). Thus, at this moment and in the near future, priority should be given to 
policies that can support older spousal caregivers effectively at lower cost, and that can be 
practiced within a short time duration. 
Regarding human resources, there has been a lack of a professional labor force. From 
1991 to 2015, only 3,329 certificates in geriatric psychiatry were awarded by The American 
Board of Psychiatry and Neurology, and that number is far from enough to meet the demand 
when considering the number of older adults in need of help (Juul et al., 2017). To make matters 
worse, the geographic distribution of geriatric mental health service is so heavily skewed that the 
availability is much lower outside large urban regions (Wiechers, Epstein-Lubow, & Thielke, 
2019). Thus, aligning policies and funding with workforce development efforts presents a grand 
opportunity. For example, advancing the training of social workers in psychosocial services has 
been emphasized (Olfson, 2016). Such training is supposed to be prioritized because geriatric 
social workers have been regarded as key and unique factors to maintain long-term service and 
support system (Henning-Smith, 2017). Social workers can take advantage of their perspectives 
and comprehensive training, which are different from those of other professionals. Geriatric 
social workers provide less costly services, which help families with fiscal issues, and they can 
be the most frequently used information source, facilitating connections between spousal 
caregivers and social networks (Henning-Smith, 2017; R. L. Kane, Bershadsky, & Bershadsky, 
2006; Robison, Shugrue, Fortinsky, & Gruman, 2013). Additionally, social workers can use their 
collaboration skills and psychological training to help caregivers more effectively use healthcare 
services (Gilbody, Bower, Fletcher, Richards, & Sutton, 2006). All of these services could help 
to relieve the caregiving burden and increase caregivers’ PSW, which will be beneficial to 
caregivers’ physical health, and can ultimately lower individual’s and government’s spending on 
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medical treatment. Thus, collaboration with stakeholders in policy making would be necessary, 
as well as advocating for geriatric mental health social workers’ profession and training. 
5.4 Implications for practice 
To promote the use of preventive care is a key strategy to handle the challenges of 
chronic diseases and the growing financial cost of them. PSW is correlated to individuals’ 
physical and mental health, and what’s more, PSW is associated with people’s preventive care 
use. Thus, it is of significance to develop effective practice to enhance older adults’ PSW (D. V. 
Jeste, 2018). For spousal caregivers, we should take their particular context into consideration 
when designing and implementing the practice. To the end, this section provides suggestions 
based on the findings from this present study. 
Thanks to the widely recognized importance of PSW, there has been a growing demand 
for psycho-educational programs which offer skills training to improve informal caregivers’ 
PSW (Perren, Schmid, & Wettstein, 2006). As a response to the demand, over the last decades 
multiple intervention projects have been developed and implemented, focusing on skill training, 
psychological support, etc. (Revenson, Griva, Luszczynska, & Mrorrison, 2016). However, 
despite the practices, there still exists a lack of awareness of services that aim at improving PSW, 
and the cultural attitude towards caregivers’ responsibilities could be another barrier for 
caregivers to access services. In fact, usually fewer than 25% of caregivers eventually used the 
services (Wolff, Spillman, Freedman, & Kasper, 2016).  
 Given that some caregivers’ tasks are highly intensive, an efficient intervention project 
nowadays would be something of short duration and easy to practice. For example, one 
intervention gave dignity therapy to older adults who were near the end of life. By having 
participants discuss their most impressive memories in their lives, scholars found a majority of 
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participants reported an elevated sense of purpose at the end (Chochinov et al., 2005). Another 
example is that an 8-week intervention achieved increased life satisfaction among older adults by 
training them to identify and savor positive experiences (E. M. Friedman et al., 2017). 
Results of this research suggest that strong emotional support from spouses, children, 
other family members, and friends can be an important source to improve older adults’ PSW. 
Thus, family-based interventions can be helpful. For example, previous studies used 
multi-component interventions to address caregivers’ depression (Eisdorfer et al., 2003; 
Mittelman, Roth, Coon, & Haley, 2004). Those projects invited family members to attend group 
counseling or therapy sessions. Through these activities, the relationships between caregivers 
and their engaged family members were strengthened, and as a result, caregivers’ mental health 
improved. 
As mentioned in earlier chapters, providing spousal care can allow couples to develop a 
closer emotional relationship (Shim et al., 2013). A close marital relationship also can enhance 
the couple’s healthier behaviors and chronic disease management (Ward, Schiller, & Goodman, 
2014). It also has been found that one spouse’s change in health behaviors can influence the 
other spouse’s (Franks et al., 2012). Therefore, it can be helpful to implement couple-oriented 
intervention projects, though there have not yet been many in this field (Martire & Helgeson, 
2017). This study also suggests that, when designing such projects, it is necessary to consider 
gender roles and the factors related to PSW. For example, healthcare service use of male older 
adults could be more sensitive to negative affect, and that of female older adults could be more 
sensitive to purpose of life. Additionally, as indicated by this study, projects should be aware of 
the differences in male and female older adults’ patterns in the factors related to their preventive 
care use and develop a more tailored design to be more efficient.  
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Regarding the promotion of healthcare service use, there are many educational 
programs charged to connect older adults with healthcare services, and social workers have been 
expected to take the lead (Marshall & Altpeter, 2005). In addition to sharing information about 
healthcare resources with older adults, social workers are able to motivate older adults to use the 
resources. For example, social workers are supposed to identify clients’ strengths, use their skills 
to intervene at the individual and family levels, and design and implement therapy to promote 
participants’ health (Health, 2006). 
The results of this study based on broad-and-build theory also shed light on social 
workers’ field practice. Improving positive affect has been used in a range of applications to 
enhance work engagement and marital relationships (Bakker & Bal, 2010; Baptist & Nelson 
Goff, 2012). However, according to the findings of this study, positive affect might not be 
necessarily related to healthier behaviors like utilization of preventive care. That finding should 
be critically considered in field practice. One of social workers’ ethical responsibilities to clients 
is to ensure self-determination. Social workers are expected to inform clients about the resources 
and services available to them, and assist clients to make the most informed choice among the 
alternatives. Thus, for clients who have more than a few alternatives to deal with their health 
issues, social workers need to help them be fully aware of the possible outcomes of each 
alternative, and make the choice which is be best for them.,. 
5.5 Implications for research 
There are several suggestions for future research from this study. First, researchers can 
carry on extending the broaden-and-build theory to other components of PSW beyond positive 
affect. Since this study is not able to test the long-term effect of PSW on healthcare service use. 
Future research can address it by involving more waves of measurement of PSW and healthcare 
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service use. Also, that design can help to better explain the mechanism by which PSW changes 
older adults’ health behaviors. Moreover, in the test of PSW’s relationship with physician visits 
and males’ preventive care use, negative affect, rather than positive affect, was found associated 
with the outcome variable. Future research can demonstrate how negative affect leads to the 
outcome. It can also demonstrate how positive and negative affects interact with each other and 
that effect on present and future utilization of healthcare services. Additionally, future studies 
can also demonstrate the impact that purpose of life and life satisfaction have on healthcare 
service use. 
Findings of this study also suggest that PSW can be considered a factor in BM. Due to 
the relative short history of PSW research, more research is needed to confirm PSW’s role in BM. 
From 1998 to 2011, only one journal article regarded PSW (life satisfaction) as a component of 
BM. After 2011, many more studies analyzed the association of PSW and healthcare service use. 
But very few of them used BM by including its three major components to make an entire 
framework, and none of those studies tested the effects of positive affect or negative affect (Kim 
et al., 2015; Kim, Park, et al., 2014; Kim, Strecher, et al., 2014; Kim et al., 2013). Based on the 
findings of the present study, BM should be considered to include PSW. Even Andersen himself 
once suggested that psychological factors be taken into BM as a predisposing component (R. M. 
Andersen, 1995). Besides, in recent years, some scholars have asserted the necessity to include 
psychological factors (e.g. personality) into the framework of BM (B. Friedman, Veazie, 
Chapman, Manning, & Duberstein, 2013; Hajek, Bock, & König, 2017). 
Moreover, when using BM as the framework in future research, the contextual factors 
can also be considered, if applicable. One may consider, for example the local community’s 
collective value and region of residence (Nabalamba & Millar, 2007; Surood & Lai, 2010). 
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Investigation of these factors would allow a better understanding of the effect of PSW as a 
component of predisposing factor in diverse contexts.  
As discussed already, this study did not consider the potential great heterogeneity, and 
results can be prone to inaccuracy. Thus, research of spousal caregivers can be advanced by 
involving more caregiving-related factors, such as caregiving duration, time intensity, content of 
care, and care recipients’ health status. Those factors are related to caregiving burden, and can 
directly or indirectly be related to caregivers’ PSW. Moreover, whether the increased utilization 
of preventive care can attenuate caregivers’ and care recipients’ morbidity in long term warrants 
research. 
Furthermore, non-caregivers with need is a group that did not receive much attention in 
previous literature. This group was set as an independent group in the present study, aligning 
with spousal caregivers and the most generous group- non-caregivers without need, for the 
assumption that this group’s features could be different from the reference group. Except for 
finding out their similar situation in healthcare service use, compared to the reference group 
members, this study did not give a further look into non-caregivers with need or explaining the 
relevant results much, due to a lack of theories and empirical evidence for this group. Future 
research could look at predictors of becoming a spousal caregiver (Schulz et al., 2012), and the 
specific factors related to their healthcare service use. 
5.6 Conclusions 
This study focused on comparing PSW by spousal caregiver status, and examined the 
association between PSW and older adults’ healthcare service use. This study also assessed the 
interaction effect of PSW and caregiver status. Compared with the reference group, both spousal 
caregivers and non-caregivers with need were with a lower level of SES, health status, and PSW. 
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PSW was found related to nearly all factors of socio-demographic characteristics, 
socio-economic resources, health status, and environmental factors. After all covariates were 
adjusted for, the association between caregiver status and PSW turned insignificant. None of the 
PSW domains was associated with physician visits. Negative affect was found positively 
associated with male older adults’ preventive care use, while purpose of life was found positively 
associated with female older adults’ preventive care use. Spousal caregiver status was found to 
be a moderator between PSW and older adults’ physician visits, and between PSW and female 
participants’ preventive care use. 
Considering the challenges in reality, a more efficient way of resource distribution 
should be developed to improve vulnerable older adults’ PSW and health status. Also, to enhance 
the training for more geriatric mental health, social work is believed to be an effective solution. 
Clinical practice can use findings from this study by employing family-based and 
couple-oriented intervention projects, through which the spousal caregivers can get more chances 
of communication and harvest more emotional support from families and social network. Future 
research should give a further look at the caregiving-related variables and contextual factors of 
BM, as well as develop a longitudinal design, to develop a better understanding of the effect of 
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